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Clinical Practice Report One: Models 
________________________________________________ 
1.1.Abstract 
Case and presenting difficulties 
This report presents the case of Billy, a 14-year-old boy with a genetic syndrome and a 
mild learning disability who was referred for assessment of anxiety related to separation 
from his parents, both real and anticipated. Billy currently manages his anxiety by avoiding 
situations in which he might be separated from his parents and seeks reassurance from them 
when it is a situation he cannot avoid, for example, going to school.  
Assessment method 
Assessment took the form of a clinical interview with Billy and his parents, completion of 
two standardised anxiety measures (Spence Child Anxiety Scale and Revised Child 
Anxiety and Depression Scale) and individual sessions with Billy. 
Cognitive-Behavioural Formulation  
The cognitive formulation is based on the model by Beck, Emery and Greenberg (1985) 
and suggests how Billy’s anxiety developed from his early experiences of syndrome-
related trauma and a distressing episode of separation from Mum. 
It is hypothesized that these early experiences led Billy to form beliefs and assumptions 
about his safety when separated from his parents.  
Systemic Formulation  
The systemic formulation uses Cronen and Pearce’s (1985) Coordinated Management of 
Meaning model to hypothesise about how the different levels of context may influence 
each other in the understanding of Billy’s anxiety. It focuses on possible family scripts 
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around the vulnerability of children with learning disabilities/syndromes and the need to 
protect them. It is hypothesised that the family’s early experiences of trauma may have led 
to the development of these scripts.  
















































Billy is a young white male aged 14 years with a rare genetic condition characterised by an 
unusual increase in weight and growth, and distinctive facial features. As well its physical 
characteristics, the syndrome is associated with developmental difficulties, and in addition 
to this syndrome, Billy also has a diagnosis of a mild learning disability (LD) as confirmed 
by his school Education Healthcare (EHC) plan.  
Billy was referred to his local Learning Disabilities service by his GP for assessment of 
anxiety. The referral stated that Billy experiences anxiety in new and unfamiliar situations 
and this was limiting his life experiences and affecting his development of social skills. 
Upon first meeting Billy and his parents, it transpired that Billy’s anxiety relates 
specifically to situations in which he is separated from his parents or he anticipates being 
separated from them. Currently, Billy manages his anxiety by trying to avoid situations that 
involve being separated from them and where this is not possible, for example, when he 
goes to school, Billy seeks constant reassurance from his parents in order to cope better.  
1.2.2. Assessment  
 
My assessment of Billy was informed by the cognitive-behavioural model and was 
conducted over 8 sessions and included both individual and joint sessions with his parents, 
Dina and Jim. The primary assessment tool used with the family during the first session 
was a clinical interview, which allowed for a rich and thorough description of Billy’s 




In addition to the clinical interview, the parent version of the Revised Child Anxiety and 
Depression Scale (RCADS) and parent and child versions of the Spence Child Anxiety 
Scale (SCAS) were completed (Chorpita, Yim, Moffitt, Umemoto & Francis, 2000; 
Spence, 1998). These self-report measures were selected for their relative ease in 
administration and their objectivity in measuring a range of anxiety presentations. Both of 
these assessment tools contain a number of subscales and gave an objective score within 
each subscale indicating where Billy was having the most difficulty with his anxiety. 
Additionally, in choosing measures that had both child and parent versions, I was able to 
compare scores between Billy and Mum giving me a sense of whether there was 
consistency in how the family members saw the problem, and in the event of differences 
in scores, would allow me to explore this further with them.     
It was not possible to collect information via a thought diary as Billy actively avoided all 
situations in which he might be separated from his parents, other than going to school. The 
possibility of completing a thought diary around school was discussed with Billy, but the 
idea itself made him highly anxious within our sessions so it was felt it would not be 
beneficial to pursue this assessment method.  
One of my aims during my individual sessions with Billy was to assess whether he had the 
cognitive skills required for CBT given his learning disability and if so, to try to elicit his 
thoughts and beliefs around the situations that make him feel anxious. It was clear early on 
in our sessions that Billy was reluctant to talk directly about his anxiety and found it 
difficult to access his thoughts and recall recent situations in which he felt anxious in the 
moment. Therefore, rather than using traditional CBT methods I found it useful to adapt 
my methods to one of Billy’s strengths, which was drawing. Instead of discussing how 
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Billy felt in a certain situation, Billy drew pictures of himself with thought bubbles and 
drew on the symptoms of anxiety that he experiences. Using drawing as a technique was 
helpful to Billy as it allowed him to express himself in a way that he felt comfortable. 
1.2.3. Assessment of the presenting difficulties  
Dina and Jim described how Billy becomes very anxious at the idea of being separated 
from them for short periods of time, for example, if they suggest going to the local shop 
whilst leaving him alone in the house. Dina also reported that Billy does not like to engage 
in activities that take him away from his parents, for example, visiting the local park or 
going to nearby shops with friends. Billy stated that he needs to be able to trust people in 
order to feel comfortable going out with them. When this was explored further it appeared 
as though Billy felt comfortable when he knew that somebody was “looking out for him.” 
In addition to avoiding activities that separate him from his parents, Billy consistently tries 
to avoid going to school and will often claim to have an illness or injury of some kind that 
prevents him from going to school the next day. However, despite trying to avoid school 
often, Billy does in fact attend daily and it is rare that his parents will let him stay at home 
when he is complaining of illness unless it appears genuine.  
 
Billy’s anxiety when separated from his parents has been a problem since he was a child. 
Dina recalled an incident when Billy was around 7 years old. She described how she had 
“popped” next door to do some laundry in the complex where they live and during this time 
Billy came looking for her in the house and could not find her, which led to high levels of 
distress in Billy who went around knocking on neighbours’ doors frantically trying to find 
6 
 
Dina. Dina described how a neighbour brought Billy to her and talked of the distress he 
experienced as a result of this incident.  
 
The family have managed Billy’s anxiety for many years and felt that he might one day 
grow out of it as he got older and matured, however, he is becoming increasingly avoidant 
of almost all situations in which he might be separated from his parents. Billy is currently 
experiencing anxiety on a daily basis, which has led to Dina and Jim seeking help for it 
now. Their concern is that he is missing out on normal teenage experiences that his friends 
are having and is not developing a level of independence typical for teenagers of his age. 
Billy currently manages his anxiety by avoiding anxiety provoking situations, distracting 
himself by playing computer games in his bedroom, and seeking reassurance from his 
parents, for example, repeatedly asking what might happen at school the next day and 
questioning what his parents will be doing while he is at school. Dina and Jim manage this 
by answering Billy’s questions and reassuring him that he will be okay while he is at school.   
Dina completed the RCADS-P and both Billy and Dina completed the child and parent 
version of the SCAS. The RCADS-P was completed by Dina prior to our first session, 
while the SCAS was completed during one of our later sessions once I had already gathered 
a lot of my information from the clinical interview. The results of these measures are 






 Table 1.1. The subscale scores derived from the SCAS (Spence, 1998) 
 
The SCAS assesses six domains of anxiety including generalized anxiety, 
panic/agoraphobia, social phobia, separation anxiety, obsessive-compulsive disorder and 
physical injury fears, and provides an indication of the nature and extent of anxiety 
symptoms.  
A total score of 33 and above suggests elevated levels of anxiety. Based on the measure 
completed by Dina, Billy’s level of anxiety is considered to be at an elevated level. 
However, the score obtained from the version completed by Billy suggests that he falls 
within the “normal” range of anxiety expected for a boy of his age. Moreover, Dina’s 
version indicates elevated levels of anxiety across all subscales with the exception of 
generalized anxiety, whilst Billy’s score only reflects elevated levels of anxiety within the 
separation anxiety subscale.  Billy’s scores might be indicative of how he views his anxiety 
problem and could be an underestimation on his part of the impact it is having on his social 
functioning.  
The RCADS-P is a 47-item questionnaire that measures the reported frequency of various 
symptoms of anxiety and low mood. The measure consists of six subscales including social 
Sue Spence Anxiety Subscales Billy Mum Cut-off  
Separation Anxiety 6 9 4 
Social Phobia 5 10 8 
Obsessive-compulsive 4 7 7 
Panic/agoraphobia 5 8 5 
Physical injury fears 1 4 4 
Generalized anxiety 7 7 9 
Total 28 45 33 
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phobia, panic, separation anxiety, generalized anxiety, obsessive-compulsive and major 
depression. 
Table 1.2. The Subscale scores derived from the RCADS-P (Chorpita et al, 2000). 
RCADS Subscales Score 
Social Phobia 6 
Panic Disorder 4 
Separation Anxiety 14 
Generalized Anxiety 5 
Obsessive Compulsive 4 
Major Depression 6 
 
The scores on the RCADS-P showed that Billy scored in the clinically significant range for 
separation anxiety, but fell within normal limits for the other subscales of anxiety and low 
mood, which is in keeping with the difficulties described by the family, which mostly relate 
to Billy becoming anxious when he is separated from his parents.  
Using adapted CBT methods with Billy during our individual sessions we explored his 
physiological symptoms of anxiety using body maps and drawings of himself. Billy 
identified that his physiological symptoms include a racing heart, racing thoughts, shaking 
hands and becoming very hot. We explored different emotions and the thoughts, feelings 
and behaviours associated with those emotions using drawing, and once comfortable with 
this method, we used it to get a sense of his thoughts and feelings in different anxiety 
provoking situations. From this, I learned that Billy’s main concern was around what would 
happen to him if his parents went to the shop and did not come home again. Other thoughts 
that he experiences when away from his parents involve something bad happening to him, 
his parents not being there when he returns and what will happen to him if his parents are 
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not there to look after him. Specifically, Billy believed his parents might be involved in an 
accident while he was at home or that he might be kidnapped or attacked if he was out 
without his parents.  
1.2.4. Personal history and circumstances  
Billy lives at home with his parents and his non-identical twin brother, Timmy, who also 
has the syndrome and a mild LD, however, does not experience anxiety in the same way 
that Billy does (see Figure 1). Billy has a very close relationship with both his parents and 
Timmy. Billy and his brother were born 15-weeks premature and spent six months in a 
neonatal intensive care unit. Dina and Jim described to me the fear and uncertainty they 
experienced during that time with Jim in particular finding it very difficult. Billy and 
Timmy had severe physical health complications, both as a result of their prematurity and 
their syndrome, and up until the age of 8 were under the care of a range of specialists.  
Due to Billy and Timmy’s physical health difficulties as babies, Dina and Jim told me that 
they have “wrapped them up in cotton wool” as they have grown up and admit to being 
very protective of them, Jim in particular. Jim stated that he would prefer Billy and Timmy 
not to go out on their own to the shops or park and instead would rather they stay at home 
where it is safe. He says that “the world is a dangerous place.” Additionally, Dina and Jim 
told me that within Billy and Timmy’s circle of friends, there have been occasions where 
friends have been the target of bullying due to their learning disabilities and physical health 
difficulties, which has contributed to their belief that Billy and Timmy need protecting.  
Billy attends a special school where he is preparing for his GCSEs. He is a bright and 
articulate boy and copes well academically; however, his parents report a recent change in 
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his academic ability and attributed this to his anxiety. Billy shares the same classes with 
Timmy and the two share many of the same friends, however, Billy also has his own group 
of friends and is described by his parents as being someone who has never struggled to 
make or maintain friendships.  Within his friendship group, Billy is well liked and has 
several close friends who he described as “looking out for him,” which gives him a sense 
of security while he is at school. Additionally, Billy is liked by his teachers who he has a 
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Cognitive Model of Anxiety  
The underlying principle of the cognitive model of emotional disorders is the idea that it is not 
the event that causes an individual’s psychological distress, but rather how the individual 
interprets the event itself that leads to negative emotions. Furthermore, the emotional distress 
is maintained by distortions in the individual’s thinking (Wells, 1997). Cognitive structures 
called schemas contain an individual’s core beliefs and assumptions which they hold about 
themselves, the world and others. Negative automatic thoughts (NATs) are related to 
dysfunctional beliefs and assumptions and are triggered when an individual feels they are under 
threat. 
Beck’s Model of Anxiety (1985) 
According to Beck’s cognitive model of anxiety (Beck, Emery & Greenberg, 1985), individuals 
experience anxiety when life events involving threat reactivate threat-oriented cognitive 
schemas that have been formed in early childhood during a threatening or stressful experience. 
Beck (1976) argued that when an individual is in a state of anxiety, they overestimate the 
danger inherent to that particular situation, which activates the individual’s “anxiety 
programme” which is a set of responses rooted in our evolutionary past that are designed to 
protect us from danger (cited in Clark, 1989).  
There are two types of formulation presented below. The first is a longitudinal onset 
formulation that explains how Billy’s early experiences have shaped his cognitions leading to 
his separation anxiety (Beck et al., 1985). The second is a maintenance formulation based on 
Greenberger and Padesky’s (1995) cross-sectional model that uses a specific situation to 
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highlight how thoughts, feelings and behaviour are related to one another and maintain Billy’s 
anxiety.  
Longitudinal Onset Formulation.  
Schema development: beliefs and assumptions.  
Billy had a number of early experiences that relate to danger and harm which could have led 
to the development of threat-related schemas (see Figure 1.2). Up until the age of eight, Billy 
was receiving support for a range of difficulties as a result of his syndrome. He experienced 
significant physical difficulties and underwent a number of operations throughout his 
childhood. These early experiences could have led to the core belief that “I am vulnerable.” 
Moreover, much of Billy’s childhood involved being under the care of medical professionals 
and so these early experiences might have shaped Billy’s belief that he needs protecting by 
other people and he is only safe when others “are looking out for him.” 
Additionally, Billy experienced a traumatic episode in which he thought that his Mum had left 
him which caused him significant distress, which might also have contributed to the 
development of the core belief “I am vulnerable,” which relates specifically to situations in 
which he away from his parents. When exploring the thoughts that Billy has when he is faced 
with the possibility of being separated from his parents, he stated that he often has the thought 
“what if my parents don’t come back?” This might be linked to the episode in which he thought 
his Mum had left him, and thus, relates to core beliefs around being vulnerable and not being 
able to look after himself. Furthermore, his experience of over-protection by his parents could 
also have reinforced his belief that there is something he needs protecting from and, thus, 
strengthened his core belief of “I am vulnerable” and “the world is unsafe.” 
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Billy’s core beliefs around vulnerability, needing others to protect him and viewing the world 
as an unsafe place may have contributed to his dysfunctional assumptions about his safety when 
he is separated from his parents. In addition, Jim’s view of the dangerousness of the world 
might have further influenced Billy’s core beliefs. That is, if Billy often hears Jim saying that 
the world is dangerous and he is safer at home, Billy might have internalised this view making 
him fearful of situations in which he is separated from his parents, which would then relate to 
















































Figure 1.2. Longitudinal Formulation (Beck, Emery & Greenberg, 1985) 
Early Events and Experiences 
 
Physical ill health due to premature birth and syndrome, on-going medical treatment until aged 8 
Over-protection by parents  
Being told the world is an unsafe place by Dad 
Mum leaving Billy alone where he could not find her when she was doing laundry  
 
Formation of Dysfunctional Assumptions 
If I am with Mum and Dad I will be safe 
If I am with others then I am safe  
 
Triggers 
Being separated from parents 
Anticipating being separated from parents 
 
         Negative Automatic Thoughts 
Mum and Dad are not going to come back 
If I go out Mum and Dad won’t be there when I get back 
I am in danger/something bad is going to happen  
Who will look after me if Mum and Dad don’t come back? 
Affect 
Fear, anxiety, worry  
Somatic Sensations 
Feeling shaky, increased heart 




Avoid going out with friends 
Ask Mum and Dad not to go to 
the shops/insist on going with 
them 
Ask Mum and Dad for 
reassurance 
Play computer games to 
distract himself 
Core Beliefs 
I am vulnerable/I cannot look after myself 
The world is not safe 
I need others to protect me/look out for me   
 
Lead to the development of 
Lead us to make predictions about what will 
happen
These are activated by events that happen 
Then thoughts rush into your head 
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Maintenance of Billy’s Anxiety  
A maintenance formulation derived from Greenberger and Padesky’s (1995) cross-sectional 
model was completed with Billy which looked at a specific situation in which he becomes 
anxious (see Figure 1.3). As a result, the family were able to understand how Billy’s thoughts, 






















Parents suggest going to the shop and leaving Billy at home. 
Thoughts 
 
“Something bad will happen 
to me if I am on my own” 
Behaviour 
 
Asks parents not to leave 
him, seeks reassurance about 
events/activities, makes 




Scared, anxious, worried 
Physiological symptoms 
 
Racing heart, sweaty, hot 
17 
 
Automatic Thoughts, Feelings and Behaviour 
 
Although Billy was unable to complete a thought diary to record his thoughts as they occurred 
in specific situations, we were able to explore some of the thoughts he had using picture 
drawing. Here, I asked Billy to think about a particular situation that made him feel anxious 
and he would draw a picture of himself and label the thoughts and feelings that he experienced 
including his behavioural response. Billy’s NATs were all related to separation from his 
parents, which took the form of real separation, for example going to school, or imagined 
separation, for example his parents saying they plan to go to the shops without him. In these 
instances, Billy would experience thoughts such as “Mum and Dad are not going to come back” 
and “I am in danger / something bad is going to happen.” According to Beck, Rush, Shaw and 
Emery (1979), anxious individuals are prone to making ‘thinking errors’ that serve to maintain 
their dysfunctional beliefs and assumptions. In Billy’s case, he may be ‘catastrophising’ as he 
fears the worst possible outcome in a given situation, which perpetuates his anxiety, which is 
further supported by Carr (2006) who stated that the underlying belief when separation anxiety 
occurs is that a catastrophe will occur if the parent or child are separated, for example, the 
parent or child being harmed. In Billy’s case, he reported believing that if his parents went out 
to the shops they would never come back and he would be left on his own forever.  
 
Once Billy’s NATs have been triggered by an anticipated separation, he becomes highly 
anxious and worried and begins to experience some of the physiological symptoms of anxiety 
such as a racing heart and becoming very hot and sweaty, which leads to Billy engaging in 
safety behaviours. According to Salkovskis (1991), individuals engage in ‘safety-seeking 
behaviours’ as a way to keep themselves safe from the perceived threat or dangerous situation. 
Common safety behaviours in cases of anxiety, and behaviours displayed by Billy, are that of 
avoidance and reassurance seeking. Both of these behaviours are displayed by Billy in 
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situations in which he might be separated from his parents. For example, refusing to let his 
parents go to the shops without him, finding excuses to avoid going out with friends and 
seeking reassurance every night before school. While these safety behaviours reduce Billy’s 
anxiety in the short-term, they also serve to maintain the problem because they prevent Billy 
from disconfirming the feared outcome. 
Moreover, it is suggested that the way in which parents respond to a child’s anxiety about a 
given situation can actually increase avoidant behaviour, which is known as the FEAR effect 
(Family Enhancement of Avoidant Responding; Barrett, Rapee, Dadds & Ryan, 1996). In 
Billy’s case, this might occur when Jim agrees with Billy that there are dangers in the world 

























One of the core concepts of systemic formulation asserts that the presenting problem should 
not be viewed as lying solely with the individual, but rather, should be viewed as the product 
of the interactions between the different members of the family. Therefore, difficulties that are 
experienced by the individual are viewed as “symptoms” of the family, and it is the role of the 
therapist to work collaboratively with the whole family to bring about positive change (Dallos 
& Stedmon, 2014).   
 
In addition, a fundamental notion of systemic thinking is that there is no one objective “truth,” 
but instead there are many realities that are subjective to each member of the system, including 
the therapist. Furthermore, because there is no one “truth,” assessment and formulation are not 
seen as two distinct phases of therapy, but rather as a continual and dynamic process (Dallos, 
1991). This idea of there being no “truth” about a given family allows the therapist to take a 
position of “curiosity” in which he/she looks for different explanations for a situation or 
problem that allows them to hold working hypotheses which are open to revision on a continual 
basis (Palazzoli, Boscolo, Prata & Cecchin, 1978). In taking a “curious” stance it is also 
important for the therapist to be aware of the family’s social graces (Burnham, 1993). In doing 
so, it allows the therapist to become more aware of, and sensitive to, the many social differences 
that can exist between individuals and how they might be influencing the construction and 
meaning of the problem.  
 
More recently, systemic family practice has been influenced by the social constructionist 
perspective which emphasises the importance of language and culture in understanding the 
meaning behind a problem and how we construct reality. This perspective has led to an 
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increasing awareness of the wider socio-cultural context in which the therapist, the client and 
the problem exist (Dallos & Stedmon, 2014). 
 
In order to understand how relationships between individuals, culture and society influence the 
construction of reality, Cronen and Pearce (1985) developed a communication theory that they 
coined Co-ordinated Management of Meaning (CMM). CMM explores the different levels of 
context that exist during any act of communication. Using the Multiple Levels of Context 
model, the information is arranged into a hierarchy in which each level of context has a direct 
influence on the other levels in either an upward or downward direction.   
 
Within systemic formulation there are a number of areas that can be explored in order to make 
sense of a given situation or problem. Carr (2000) suggested three areas to be explored: 
behaviour patterns, family beliefs and contextual factors. Using the information arranged in 
Cronen and Pearce’s (1985) CMM Multiple Levels of Context model, I have derived some 
tentative hypotheses that might help to explain the current difficulties experienced by Billy and 
his family (see Figure 1.4).   
 
It is worth noting that my assessment was not carried out using systemic techniques and 
influences. Therefore, my hypotheses are very tentative, and while based upon the information 







































Figure 1.4. Coordinated Management of Meaning using Multiple Levels of Context (Cronen 
& Pearce, 1985) 
Culture 
People with learning disabilities are vulnerable  
People with learning disabilities are more likely to be discriminated against 
Parents of children with disabilities should care for and support them always 
 
Personal Beliefs, Scripts 
“I am safe as long as I am with my parents” 
“My parents will always protect me” 
“If they are not around then something bad will happen to me” 
“My syndrome makes me more vulnerable”  
Family Beliefs, Scripts 
‘The world is not safe’ 
‘Children are vulnerable’ 
‘It’s the parents’ job to protect their children’ 
‘Children with a genetic syndrome and learning disability are more vulnerable and 
need extra protection’ 
 
Definitions of Relationships 
Parents care for their children  
 
Behaviour, Speech acts 
Avoids going out with friends 
Ask Mum and Dad not to go to the shops/insist on going with them 
Ask Mum and Dad for reassurance about upcoming activities/events 
Play computer games to distract himself 
Mum and Dad don’t leave the house without Billy 
 
Episodes 
Physical ill health due to premature birth and syndrome and on-going medical 
treatment until aged 8 
Over-protection by parents 
Mum leaving Billy alone where he could not find her when she was doing laundry 
Being separated from parents 






















Problem-maintaining behaviour patterns and feedback loops 
 
According to Carr (2006), children may develop anxiety problems when they are socialized in 
families where significant family members, usually the primary caregivers, elicit, model and 
reinforce anxiety-related beliefs and behaviours. When Billy becomes anxious at the thought 
of being separated from his parents, he displays behaviour that suggests he may not be able to 
cope with that separation, for example, showing the physiological symptoms of anxiety such 
as a racing heart and becoming very hot. Additionally, he begins to ask repetitive questions 
which highlight the extent of his anxiety. When this happens, Dina and Jim’s own anxiety over 
whether Billy will cope with the separation takes over and they respond by allowing Billy to 
avoid whichever planned activity was due to take place. It is possible that this pattern of 
interaction is serving to maintain Billy’s anxiety about being separated from his parents. That 
is, when Dina and Jim show concern for Billy when he becomes anxious, this leads Billy to 
believe there is indeed something to be anxious about and he is safer at home with them. By 
allowing Billy to stay at home, Dina and Jim may be inadvertently reinforcing Billy’s anxiety 
about different situations that take him away from them.  
 
In systemic thinking, it has been a long-standing belief that the symptoms experienced by a 
family actually serve to stabilise the family system. Watzlawick, Weakland and Fisch (1974) 
proposed the idea that many problems within a family arise from the failing solutions that are 
applied to those difficulties (cited by Dallos & Stedmon, 2014). Figure 1.5 portrays a possible 
circular feedback loop between Billy and his parents which might be maintaining the 







      




      
     
 
 
        
 
        
      




Figure 1.5. Possible Circular feedback loop for maintaining Billy’s anxiety 
 
Problem Maintaining Belief Systems: Family Scripts and life-cycle events   
Byng-Hall (1985) described family scripts as scenarios that are played out within the family 
system. Scripts can serve to offer some stability for the family. If members of the family attempt 
to move away from the family script, the stability of the family is often threatened. Therefore, 
these scripts are seen as being closely linked to the beliefs that the family hold around what is 
safe and what is not safe for the family.  
Within Billy’s family, there are a number of scripts that may have developed over time. Due 
to Dina and Jim’s early traumatic experiences with Billy and his brother, it is possible that they 
have developed beliefs around needing to protect Billy from anything that might cause him 
harm or discomfort. Therefore, when Billy experiences anxiety relating to an anticipated 
separation from his parents, Dina and Jim immediately respond by taking away the feared 






Billy experiences physiological 
symptoms of anxiety  Billy believes he is vulnerable 
and cannot cope alone  
Parents worry that he will not 
be able to cope with separation  
Parents let Billy stay at home 
and miss planned activity  
Billy worries about being 
separated from parents  
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Similarly, there might be a family script relating to children being more “vulnerable” if they 
have a learning disability or genetic syndrome, and this belief may be driving Dina and Jim’s 
need to protect Billy from any situation that he may not be able to cope with. In thinking about 
the different social graces that might exist within the family, I wonder whether Dina and Jim 
have underestimated Billy’s abilities from a young age because of his learning disability and 
whether this might have influenced Billy’s belief that he is vulnerable and is only safe when 
he is with his parents or that he needs to be with them in order to cope.   
Jim openly stated that he thinks Billy is safer at home with him because the “world is a 
dangerous place.” This script of “the world is unsafe” may be directly influencing Billy’s own 
personal script of “I am safe as long as I am with my parents.” These scripts might be 
maintaining the problem because rather than challenging Billy’s beliefs about coming to harm 
when away from his parents, Jim is colluding with Billy’s belief, which serves to minimise 
Billy’s anxiety by allowing him to avoid the situation. Moreover, Jim’s own anxiety is reduced 
as he feels happier when Billy is at home with him.  
Problem Maintaining Contextual Factors 
When thinking about the wider socio-cultural context, it is possible that beliefs held by society 
about individuals with learning disabilities may be influencing the family scripts. For example, 
there may be a societal belief that children with learning disabilities are more likely to be the 
subject of prejudice and discrimination, therefore, reinforcing the family belief that Billy needs 
protecting from possible harm that could occur outside the family home. In particular, this 
might serve to reinforce Jim’s belief that “the world is unsafe” and that Billy will not be able 
to cope with difficulties that he may experience when away from his parents, which might also 
be influencing Billy’s own belief systems about how he will cope when separated from his 
parents. I also wonder whether there may be a cultural belief that parents of children with 
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disabilities should support them in all circumstances, which has led to a conflict between Dina 
and Jim’s beliefs, their hopes for Billy’s future, and what they perceive to be the cultural view. 
That is, they feel anxious about encouraging Billy’s independence yet feel that they should be, 
but may be concerned about being judged by others for doing so in light of his learning 




















Dallos and Draper (2000) state that the usefulness of a formulation can be determined 
according to how helpful it was to both the client and the therapist in understanding the 
presenting difficulties and whether or not it informed a subsequent intervention.  
My assessment of Billy focused on understanding how his early experiences had led to his 
current difficulties using adapted CBT techniques to elicit his specific cognitions. It was helpful 
to both Billy and his parents to see how Billy’s thoughts were linked to his anxiety and 
subsequent behaviour. In drawing out a maintenance formulation with Billy, he was able to 
make sense of his experiences in a way that he was not able to do before. This was also the first 
time Billy had ever expressed the thoughts that he experiences when he becomes anxious. Up 
until this point, Billy’s parents were not able to understand why it is he becomes anxious when 
faced with separation. However, once they became aware that he experiences thoughts such as 
“my parents might not come back” or “something bad is going to happen to me,” they 
understood better. The maintenance formulation was also helpful in showing both Billy and his 
parents how his safety behaviours were reinforcing his anxiety, which enabled a discussion 
about graded exposure as a possible intervention and the rationale behind that.  
One of the strengths of the cognitive formulation was that it considered both Billy’s and his 
parents’ cognitions and how they may be interrelated. Similarly, the systemic formulation 
considered how Dina and Jim’s beliefs might have been contributing to the difficulties too and 
placed the difficulty as one within the family and not solely with Billy. I was able to hypothesise 
about how the early traumatic experiences might have influenced the family scripts around 
“protection” and “vulnerability” and how they influenced Billy’s own scripts and how the 
repetitive interactions of the family might be maintaining the problem.  
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However, a major limitation of the systemic formulation is that it is not based on systemic 
techniques. For example, the genogram was drawn from various conversations and had not 
been used as a tool to map out relationships with the family. Additionally, it would have aided 
both formulations to have gained a better understanding of the different relationships within 
the family. Specifically, it would be interesting to know more about Timmy and how he views 
the situation given that he also has the syndrome and a mild LD yet does not experience anxiety 
like Billy. Additionally, the lack of a developmental history for Billy is another limitation as it 
means it has not been possible to comment on how Billy manages with transitions which would 
have helped in making sense of his separation anxiety.  
 
A further limitation of the CBT formulation is that it does not explore why Billy’s anxiety 
around going to school has not extinguished despite the fact he is unable to avoid going. On 
reflection, I wonder if Billy feels a sense of safety once he actually gets to school because he 
is surrounded by teachers “who can look out for him”, which is something he mentioned he 
needed in order to feel safe. It is possible he experiences anticipatory anxiety before going to 
school which subsides once he gets there. 
 
Additionally, there are possible sources of bias in the assessment data. Billy was not able to 
complete thought diaries relating to his anxiety and so his recollections of his thoughts and 
feelings were retrospective in nature. It could be that the severity of those experiences were 
underreported as they were based on past events and not current, which could also be explained 
by the difference in scores on the SCAS between Billy and Dina. Billy’s score indicated he fell 
within the normal range for anxiety while Dina’s indicated elevated levels of anxiety. Billy 
might have been underreporting his symptoms either because he was not able to recollect how 
much of a difficulty he finds it or because he does not feel the problem is as severe as Dina 
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does. A systemic approach would have been helpful in exploring with the family who exactly 
Billy’s anxiety was a problem for: Billy or parents? I got a sense that Billy’s anxiety was mainly 
a problem for Dina who wanted Billy to have more independence and, therefore, it would have 
been helpful to explore this further using systemic techniques e.g.  circular questioning.  
 
Completing this CPR has highlighted to me the importance of considering the client’s 
difficulties from a number of perspectives and that strict adherence to one model might neglect 
important information that may inform the later intervention. In Billy’s case, both formulations 
can explain how his difficulties may have developed and what might be maintaining them, 
however, the approach taken to arrive at each formulation is very different. This piece of work 
has also made me think about the appropriateness of the formulation and who that is for: 
therapist or client? For example, the CBT approach seemed most appropriate to me at the start 
of assessment, but by the end I had started to wonder whether a systemic approach from the 
beginning would have been more appropriate for Billy and his family. Going forward, I will 
consider carefully how the perspective I choose might benefit the client and consider multiple 
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Aims: The aim of this audit was to measure the service’s adherence to the latest National 
Institute for Health and Care Excellence (NICE) guidelines on mental health and learning 
disabilities, and to identify barriers that exist which currently prevent the service from meeting 
some of the recommendations. 
Method: The NICE baseline audit tool was used to measure adherence to the NICE guidelines. 
Following this, qualitative interviews were conducted with 10 clinicians to identify barriers 
preventing the service from meeting some of the recommendations. Thematic analysis was 
used to identify themes within the narratives around the barriers to adherence.  
Results: The audit showed that the service’s adherence rate is 63% with 25/79 
recommendations not being met at present. The results of the thematic analysis highlighted that 
resource issues, staff confidence, staff capacity and teething problems within the service are all 
current barriers to meeting the NICE recommendations. 
Recommendations  
• To review existing services within Birmingham and develop a directory for clinicians. 
• To identify current learning disability assessment tools and incorporate them into the 
Mental Health Pathway.  
• To identify and develop resources within the service that clinicians can provide to 
families. 
• To assess the feasibility of introducing parent training programmes within the service.  




• To streamline the service’s record keeping in order to bring it in line with NICE 
recommendations. 
• To organise regular training slots covering the use of LD specific tools and measures, 
the use of session outcome measures and to review NICE guidelines relevant to the 
service.  
 

























2.2.1 Mental health and learning disabilities  
 
A learning disability is a life-long condition with the onset in childhood which affects an 
individual’s development in a number of areas across their lifespan. A learning disability is 
defined by a reduced intellectual ability (IQ <69) and impairments to adaptive functioning, 
which include difficulties with socialisation, performing everyday tasks, and learning new 
information and skills. Learning disabilities range from mild to profound and can significantly 
reduce an individual’s ability to cope independently and without support from others.  
 
In the UK, it is estimated that approximately 260,000 children aged 0-17, and 905,000 adults 
aged 18+ have a learning disability (Department of Health, 2011). Furthermore, research 
suggests that people with a learning disability are at a significantly increased risk of developing 
mental health difficulties compared with the general population (Cooper, Smiley & Morrison, 
Williamson & Allan, 2007).  
 
In a study looking at children and adolescents with learning disabilities, Einfeld and Tongue 
(1996) reported that 40% of their participants had a mental health difficulty in addition to their 
learning disability. More recently it has been suggested that one in three children and 
adolescents with a learning disability in Britain have a diagnosable psychiatric disorder, and 
those with a learning disability are over six times more likely to have a diagnosable psychiatric 
disorder than their typically developing peers (Emerson and Hatton, 2007).  
 
There are a number of biological, social and psychological factors that place someone with a 
learning disability at greater risk of developing a mental health problem compared to the rest 
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of the population. For example, those with a learning disability are at a greater risk of having 
pain related physical health problems which could lead to significant distress if left untreated 
for prolonged periods of time (Royal College of Nursing, 2010). Similarly, those with learning 
disabilities are likely to have experienced more negative life events than those without a 
learning disability, such as stigmatisation, unemployment and lack of meaningful relationships, 
which could contribute to the onset of a mental health difficulty (Reiss & Benson, 1984; cited 
in Hatton, 2002; Emerson & Hatton 2007; Hastings, Hatton, Taylor et al, 2004). Moreover, 
evidence suggests that those with a lower IQ may also lack the cognitive ability to problem 
solve in everyday situations which could in turn lead to anxiety and distress on a daily basis 
(Dykens, 2000).  
 
In addition to the evidence that having a learning disability increases the risk of developing 
mental health difficulties, research has also established that there are certain mental health 
problems that are particularly common in those with a learning disability, namely depression 
(Cooper et al, 2007) and anxiety disorders (Emerson & Hatton, 2007). However, despite the 
high prevalence of mental health problems in the LD population, they often go unnoticed or 
are wrongly attributed to the individual’s learning disability (Mason & Scior 2004; Hassiotis 
& Turk, 2012). If left untreated, these mental health problems can cause distress to both the 
individual and their families, as well as having significant associated financial costs to health 
and social care services (Joint Commissioning Panel for Mental Health, 2013). 
 
Over the years, and particularly in response to the events that took place at Winterbourne View, 
commissioners have become increasingly aware of the importance of providing more effective 
and robust care for individuals with learning disabilities and mental health problems. In a report 
produced by the Department of Health (Transforming care: A national response to 
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Winterbourne View Hospital, 2012), several recommendations were made which aimed at 
improving care for this population. Among the recommendations were two key endorsements 
by commissioners:  to reduce the number of people with learning disabilities and mental health 
problems who are inappropriately placed in inpatient settings, and to improve the quality of 
community support in order to prevent future admissions (Winterbourne View - Time for 
Change, 2014).  
 
It was recognised that an important step in achieving these aims was to have in place early 
intervention strategies targeting the earliest possible stage in childhood (Department of Health, 
2012). One way that this can be achieved is to ensure that existing services are providing 
appropriate care and treatment to those with learning disabilities and mental health problems.  
2.2.2. NICE Guidance: Legislative and Policy Context 
As part of this increasing recognition for the need for improved services for people with 
learning disabilities and mental health problems, the National Institute for Health and Care 
Excellence (NICE) published a new clinical guideline in September 2016 titled: ‘Mental health 
problems in people with learning disabilities; prevention, assessment and management.’ This 
clinical guideline is aimed at improving the assessment and management of mental health 
difficulties in individuals with a learning disability. The guideline highlights the adjustments 
required to ensure that individuals with a learning disability receive the same equality of care 
as those individuals with mental health difficulties who do not have a learning disability. 
 
2.2.3. The Current Service  
The Learning Disabilities Service sees children and young people from 0 to 19 years. In April 
2016, the model of the service changed, and, whereas previously the service was based in one 
location, the team now operates from four hubs across Birmingham covering different areas of 
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the city.  The LD team is comprised of clinicians from a number of disciplines including 
learning disability nurses, a nurse prescriber, clinical psychologists, psychiatrists and support 
workers.  
 
The LD service has three separate pathways: a Neurodevelopmental Pathway, a Challenging 
Behaviour Pathway and most recently the Mental Health Pathway (MHP). Children referred to 
the service typically have a moderate to severe learning disability and present with a range of 
mental health and behavioural difficulties.  
 
In line with the Choice and Partnership Approach (CAPA), all referrals that are received are 
given a Choice Appointment, and if deemed appropriate for the LD service, will be allocated a 
core partnership worker once it has been identified which pathway is suitable for that particular 
case. Cases will be allocated to the MHP if the primary concern raised during the Choice 
appointment is related to difficulties or possible difficulties with the individual’s mental health 
(see Figure 2.1).  
 
Compared with the service’s Challenging Behaviour and Neurodevelopmental pathways, 
which are much more established, the MHP is much newer and is considered to be under 
development still. Given the recent publication of the NICE guidelines on mental health and 
learning disabilities (NICE, 2016) it was felt it was an appropriate time to audit and evaluate 
the service’s current practice and adherence to the newly published guidelines in order to 
inform possible changes to the MHP.   
2.2.4. Aims 
The primary aim of this clinical audit was to evaluate current practice within the Learning 
Disabilities service against the recommendations made in the NICE clinical guideline on 
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mental health and learning disabilities (NICE, 2016) in order to improve the service’s Mental 
Health Pathway.  
2.2.5. Objectives: 
• To measure adherence to the NICE recommendations in order to identify which 
recommendations are currently not being met by the service. 
• To explore the barriers that are currently preventing the service from meeting these 








 Core Mental Health Assessment 
(1-2) 
Core holistic mental health assessment plus 






(including OCD/PTSD/Attachment Disorders) 
 
Liaison with Education / Social Svcs (4-6) 
and/or 
Supportive/Rehab/ADLs Therapy (8-12) 
and/or 




Liaison with Education / Social Svcs (2-4) 
and/or 
Supportive/Rehab/ADLs Therapy (8-12) 
and/or 
Family Therapy (12-20) 
and/or 
Medication & Review (8-12) 
 
Mood Disorders 
(including Depression/Bipolar Disorder) 
 
Liaison with Education / Social Svcs (4-6) 
and/or 
Supportive/Rehab/ADLs Therapy (8-12) 
and/or 
Cognitive Therapy (12-20) 
and/or 
Individual Therapy (15-30) 
and/or 
Family Therapy (12-20) 
and/or 






Barnados / Social Svcs 
Allocate  





























































Participants were any clinicians from the Learning Disabilities team who currently work, or 
have recently worked, with clients along the MHP. This included nurses, clinical 
psychologists and psychiatrists.  
Clinicians were informed of the service evaluation during the weekly multi-disciplinary 
team meeting and given information for the rationale and subsequent plan for data collection. 
Following this, an email was sent round to all clinicians inviting them to participate in the 
audit.  
There were two stages to the data collection for this audit, which included a quantitative and 
a qualitative element. The quantitative element of the audit involved the completion of the 
NICE baseline audit tool and the qualitative element involved interviews with individual 
clinicians. 
For the first stage of the audit, clinicians were informed of the two dates when the baseline 
audit tool was going to be completed and clinicians were invited to take part in either one or 
both of these sessions.  
For the second stage of the audit, a second email was sent to clinicians inviting them to take 
part in the interviews. Clinicians expressed interest in participating in the interviews by 
replying to the email and a date for the interview was then scheduled with individual 
clinicians.   
2.3.2. Stage One: 
The first stage of the data collection used the NICE baseline audit tool (NG54, 2016) to 
identify which recommendations were being met and which were not. The audit tool is 
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comprised of all the recommendations from the NICE guidance on mental health and 
learning disabilities and requires the following options to be selected: 
1. Is the recommendation relevant: yes/no 
2. Are you meeting the recommendation yes/no 
 
Following this, evidence for how the service was meeting the recommendation was included 
which was obtained through group discussions within the sessions. 
Stage one of the audit took place over two sessions lasting approximately one hour. The first 
session involved 6 participants from the following professions: 
• Clinical psychologist (N=2) 
• Psychiatrist (N=2) 
• Nurse (N=2) 
The second session involved 3 participants which comprised a clinical psychologist, a nurse 
and a psychiatrist who had all taken part in the first session. Each recommendation was read 
out to the clinicians and then discussed collectively until agreement was reached as to 
whether it was currently being met or not. Unless there was a unanimous agreement that a 
recommendation was being met it was classed as being unmet. The rationale for this was 
that while some clinicians stated they were meeting the recommendation, if some clinicians 
found that they were not meeting them then it was important to explore further what barriers 
they might have been facing in order to improve overall practice. For the first stage of the 
audit it was decided that a minimum of at least one clinician from each of the core 
professions was required. 
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2.3.3 Stage Two: 
In addition to the use of the baseline audit tool that highlighted which recommendations are 
not currently being met by the service, interviews with individual clinicians were also carried 
out to provide a qualitative component to the audit. By asking clinicians whether they agreed 
with the outcome of the audit, that is, whether they felt the recommendations highlighted as 
being unmet were accurate, it allowed individual clinicians to express their views in relation 
to their own clinical practice. Additionally, it facilitated exploration of the barriers that make 
it difficult to meet each recommendation for individual clinicians. Therefore, an interview 
schedule (see Appendix A) was devised which included questions relating to the NICE 
recommendations that were identified as not being met by the service. Each question was 
made up of three parts as follows: 
• Did the clinician agree that the recommendation was not being met in terms of their 
own practice? 
• If so, what did they feel were the barriers to this? 
• How could the service overcome the barriers and improve current practice? 
 
Ten clinicians were interviewed which comprised of the following professions: clinical 
psychologist (N=3), nurse (N=5) and psychiatrist (N=2). The clinicians who participated in 
stage 1 of the audit also participated in stage 2 of the audit. Interviews lasted approximately 
45 minutes and participants gave their verbal consent to have the interviews audio recorded.  
The audio recordings were subsequently transcribed and analysed using Thematic Analysis 
(Braun & Clarke, 2006).  
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2.3.4. Ethical Considerations 
All clinicians were informed that their participation was voluntary and informed consent, 
both for participation and for interviews to be audio recorded, was obtained verbally. 
Clinicians were informed that all responses would be anonymous and only the interviewer 
























The NICE guideline on mental health and learning disabilities includes a total of 79 
recommendations which fall under the following ten categories and sub-categories1 (see 
Appendix C for a full list of the recommendations): 
1. Organising and delivering care 
a. Organising effective care (1.2.1, 1.2.2, 1.2.3, 1.2.4, 1.2.5, 1.2.6) 
b. Staff coordination and communication (1.2.7, 1.2.8) 
c. Staff training and supervision (1.2.9, 1.2.10, 1.2.11) 
2. Involving people in their care 
a. Communication (1.3.1) 
b. Consent, capacity and decision-making (1.3.2, 1.3.3) 
c. Involving family members and carers (1.3.4, 1.3.5) 
3. Support and interventions for family members and carers (1.4.1, 1.4.2, 1.4.3) 
4. Social and physical environment interventions (1.5.1, 1.5.2) 
5. Annual health check (1.6.1, 1.6.2, 1.6.3, 1.6.4) 
6. Identification and referral (1.7.1, 1.7.2, 1.7.3, 1.7.4, 1.7.5) 
7. Assessment 
a. Conducting a mental health assessment (1.8.1, 1.8.2, 1.8.3, 1.8.4, 1.8.5, 1.8.6, 1.8.7, 
1.8.8, 1.8.9, 1.8.10) 
b. Further assessment (1.8.11) 
c. Assessment tools (1.8.12, 1.8.13, 1.8.14, 1.8.15, 1.8.16, 1.8.17) 
d. Risk assessment (1.8.18, 1.8.19, 1.8.20, 1.8.21) 
e. Mental health assessment during a crisis (1.8.22) 
f. Mental health care plan (1.8.23, 1.8.24, 1.8.25) 
8. Psychological interventions (1.9.1, 1.9.2, 1.9.3, 1.9.4) 
a. Specific psychological interventions (1.9.5, 1.9.6, 1.9.7, 1.9.8, 1.9.9) 
9. Pharmacological interventions (1.10.1, 1.10.2, 1.10.3, 1.10.4, 1.10.5, 1.10.6, 1.10.7, 
1.10.8, 1.10.9) 
10. Occupational interventions (1.11.1, 1.11.2, 1.11.3, 1.11.4) 
 
 
                                                          
1 Numbers in parentheses relate to the specific recommendation within each category or sub-category for 
ease of reference 
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Eleven of the recommendations were considered not directly relevant to the Learning 
Disabilities service, which included all recommendations from the section “Annual health 
check,” as these recommendations fall outside of the scope of the LD service. Additionally, 
all but one of the recommendations under the section “Occupational Interventions” were 
deemed not relevant to the service as the LD service does not employ an occupational 
therapist and, therefore, these recommendations again fall outside of the scope of what the 
service is able to provide.   
Of those recommendations that were relevant to the LD service, the NICE baseline audit 
tool revealed that the service was meeting 43 out of 68 recommendations, which is a 
compliance rate of 63%. Table 2.1 provides a list of the recommendations that the service 
does not currently adhere to and these recommendations form the basis of the interview.  
Table 2.1. A list of the NICE recommendations not currently being met as highlighted by 
the baseline audit tool.  
 
NICE Guideline Section or Subsection Specific recommendations 
Organising effective care 1.2.1: The service is not currently involving 
service users and/or their families and carers in the 
implementation of service delivery systems. 
Staff training and supervision 1.2.10: Clinicians are not routinely delivering 
interventions for people with learning disabilities 
and mental health problems based on relevant 
manuals.  
1.2.11: Clinicians are not routinely using session 
by session outcome measures. 
 
Consent, capacity and decision-making 1.3.2: Clinicians are not routinely assessing the 
young person’s capacity throughout the 
assessment, care and treatment for their mental 
health problem.  
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1.3.3: Clinicians are not routinely discussing 
treatment options with service users (e.g. 
benefits, disadvantages, purpose of treatment). 
1.3.5: Clinicians are not routinely giving family 
members and carers information about the support 
the family members are receiving in a suitable 
language and format.  
Support and interventions for family members 
and carers 
1.4.1: Clinicians are not routinely advising 
family members and carers about their right to 
their own physical and mental health assessment 
and their right to respite. 
1.4.2: Clinicians are not routinely providing 
families and carers with information on how to 
receive family advocacy, support groups and 
providing skills training and emotional support to 
help families take part in interventions for their 
family member with a learning disability. 
Conducting a mental health assessment 1.8.2: During the initial assessment appointment, 
clinicians are not routinely speaking to the person 
on their own to find out if they have any concerns 
(including safeguarding concerns) that they don't 
want to talk about in front of their family 
members, carers or care workers. 
 
 
Assessment tools 1.8.12: Clinicians are not routinely using tools 
that have been developed or adapted for people 
with learning disabilities.   
1.8.15: Clinicians are not routinely using formal 
depression measure to measure depressive 
symptoms in adults under the service (those aged 
between 18-19 years old). 
Mental health care plan 1.8.24: Clinicians are not recording information 
in a mental health care plan (e.g. goals, outcome 
measures, early warning signs, risk/crisis plans). 
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Psychological interventions 1.9.1: Clinicians are not routinely referring to 
other NICE guidelines on specific mental health 
problems during the course of treatment with 
service users.  
Specific psychological interventions 1.9.8: The service does not currently deliver 
parent training programmes for parents or carers 
of children with learning disabilities to help 
prevent or treat mental health problems in the 
child, and to support carer wellbeing. 
 
Pharmacological interventions 
1.10.2: Clinicians are not routinely referring to the 
NICE guidelines for the adherence and the safe 
and effective use of medicines. 
1.10.5: Clinicians are not regularly using outcome 
measures to monitor and review the effects of 
medication, including benefits and side effects.   
1.10.7: Clinicians are not recording 
conversations they have had with families about 
the medication that is being prescribed e.g. 
benefits, side effects.  
1.10.8: Clinicians are not regularly monitoring 
whether service users need to continue taking 
anti-psychotic drugs in the absence of psychotic 
symptoms.   
Occupational interventions 1.11.1: Clinicians are not routinely supporting 
service users to engage in community activities 
and access local community resources. 
 
Thematic analysis was used to analyse the data from the interviews (Braun & Clarke, 2006). 
When discussing the barriers to meeting some of the NICE recommendations, the following 
themes emerged within the narratives of the interviewees. 
1) Resource issues 
2) Staff confidence and experience 
3) Pressure, capacity and time  





A recurring theme throughout the interviews which applied to a number of the unmet 
recommendations was related to a lack of resources for the learning disability population. A 
number of clinicians reported that within the field of learning disabilities, the availability of 
certain resources is much more limited compared with mainstream services. In particular, 
clinicians queried the availability of relevant mental health manuals and assessment tools 
that have been designed specifically for learning disabilities. For the most part, clinicians 
reported they often relied on manuals developed for mainstream services which they had to 
adapt for use with their clients with learning disabilities.  
 
“There’s a lack of structured assessment measures and tools for [ ] mental health problems 
in people with learning disabilities. A lot of it hasn’t been validated with the population with 
learning disabilities.” 
 
“I’m always very aware about whether our tools are LD validated. [  ] I think sometimes 
you have to use things that aren’t LD friendly because there isn’t an option.” 
 
Similarly, it was identified that clinicians were not routinely providing families with 
information about interventions and support for their relatives. It was agreed that whilst 
several clinicians were doing this on an informal basis during discussions with families, the 
service lacks formalised resources that they can provide to families and carers. 
  
“We haven’t got very good accessible information that they can take away and think about 
it.” 
 
One identified barrier to this was a lack of information that has been developed specifically 




“Often it’s not written for people with a learning disability, it’s written for our mainstream 
population.” 
 
As well as a lack of learning disability specific tools and manuals, some clinicians also felt 
that there was a lack of available services to which they could refer or signpost families to 
(e.g. respite, family advocacy, support groups). Some clinicians felt that they did not have 
enough knowledge of what services are available, whilst others felt that with funding being 
cut, they could not be sure that the services they did know of were even operating still. 
 
“I struggle to know what’s out there. [ ] I feel like now there’s so many cuts to services even 
if I knew of one before I wouldn’t be confident that they still exist.” 
 
“I know certainly at times when I have thought about advocacy for a family we’ve really 
struggled to find somewhere to refer them to. [   ] And I guess that with services like 
Barnados being cut [ ] I think normally we’d refer to places like that but we can’t do that 
now.” 
 
Staff confidence and experience 
 
Another theme that emerged from the data was that of staff confidence and experience which 
related to several of the NICE recommendations. Some clinicians felt that they lacked 
experience with some measures and tools, such as session by session outcome measures and, 
therefore, did not have the knowledge and confidence to use them in their practice.  
One clinician highlighted the need for training specific to LD outcome measures in order to 
feel confident in using them:  
 
“I’ve done a bit of ROMS training but it wasn’t so much about the LD ones, it was sort of 




Additionally, there was a sense amongst clinicians that there was a general lack of 
confidence in completing formal capacity assessments with service users. Some felt that 
they possessed the clinical skills to complete them but were not confident in doing so.  
 
“In terms of formalised capacity assessments I haven’t done one here and if it came to it I’d 
probably take it to an MDT and probably ask the psychiatrist’s advice. It’s a shame because 
I do feel like I have the skills and the knowledge to do that.” 
 
“…I don’t know whether part of that is an experience issue having not had much experience 
of doing it before and not being very confident. I don’t think I’d feel very confident doing it 
formally.” 
 
Pressure, capacity and time  
 
Another barrier that was identified as a recurring theme was that of job capacity and time. 
This was identified as a barrier to several recommendations, including delivering parent 
training programmes, supporting services users to engage in community activities, ensuring 
service users have the opportunity to share concerns without their parents/carers being 
present, and using session by session outcome measures.  
 
Some staff felt that they were limited in their capacity to offer parent training programmes 
on a group basis, but did feel that they were offering similar support to parents on an 
individual basis within their work already. 
 
“We don’t have parent training groups but I would say that we offer advice to 
families around parenting within the work that we do individually.” 
  
Additionally, there was an agreement amongst clinicians that they are limited in the level of 
support they can offer service users in terms of community engagement. As the service does 
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not employ an OT, many clinicians felt that all they could do was signpost families to 
services who could support them with community engagement, but stated that they do not 
have the capacity themselves to do much more than that. 
 
“Informally we do that but I guess where I would struggle is if I knew the young person 
needed extra support I wouldn’t have the time or capacity to do that.” 
 
Similarly, clinicians highlighted the pressure they have to gather all the required information 
during assessment and stated that time constraints mean it is not always possible to speak to 
the service user alone. Often this is only done when the need arises and is not currently 
routine practice. One clinician stated that often this is not done because there is “a bit of a 
time restriction” and so the appointments are more “parent oriented” to get the information 
that is needed.  
Finally, many clinicians felt that due to the demands of their job role, using session by 
session outcome measures with their families was not a priority and often forgotten about. 
 
“I’ve just got so much on it’s the last thing on my mind.” 
 
Teething problems within the service 
 
The service restructure was also cited by a number of clinicians as making it difficult to meet 
some of the recommendations. As part of the restructure, the service moved from a system 
of paper notes to an electronic system where information is recorded under specific tabs (e.g. 
care plan, risk assessment, outcome measures). A number of clinicians reported that the 
service had not yet developed a standardised way for this information to be recorded and, as 
a result, the information is being captured and recorded but not in a way that meets the NICE 




“I don’t know how much of that is because of the change in paperwork and I think people 
had been very familiar with where to record those things previously but I think with the 
change in the systems I think it’s become a bit unclear.” 
 
“The format is slightly different to what people are used to and I think people kind of have 
their own way of doing things and I don’t think we have a standardised way of doing things 
across the service yet.”  
 
Furthermore, the service’s restructure, and in particular, the team being divided and based 
across four hubs was also cited as a barrier to meeting some recommendations. A number 
of clinicians mentioned that prior to the restructure, the team held regular “development 
meetings” which offered a space to review current research and literature, such as NICE 
guidelines, and to discuss integrating them into practice. Since the team was split across 
different hubs it has been difficult for the team to hold these meetings, and as a result, some 
clinicians felt that they simply are not aware of current NICE guidelines and the 
recommendations within them.  
 
“We’ve struggled to have a lead person to keep us up to date with all the NICE guidance 
and all the relevant bits that we should be putting in for our service.” 
 
“I think a lot of us perhaps aren’t aware of the different NICE guidance. We used to have a 
group that was responsible for disseminating NICE guidelines in the Trust but that doesn’t 











This audit used the NICE baseline audit tool to measure adherence to the recommendations 
published in the NICE guidelines on mental health and learning disabilities (NICE, 2016). 
The results indicated that the service is currently adhering to 63% of the recommendations 
with a total of 25 recommendations identified as being unmet. This result was not surprising 
to clinicians given that the service’s MHP is still under development and the NICE 
guidelines had only recently been published.  
 
Following the first stage of the audit, qualitative interviews were conducted to explore 
clinicians’ views around the recommendations that were not being met and the barriers that 
they feel make it difficult to meet them at present. Finally, the interviews aimed to explore 
ways in which the service could improve its MHP in line with NICE recommendations. 
 
Through the responses provided by the clinicians, several themes emerged highlighting 
where clinicians felt the barriers existed with regards to the unmet recommendations. One 
of the themes to emerge which was consistent across all clinicians related to a lack of 
resources. Within this theme, it was evident that the issue of resources extended beyond the 
local service and incorporated the wider system, too. With regards to the current 
unavailability of information leaflets for service users and families, it was felt that this was 
something that the team could resolve by identifying what was required and building up the 
resources within the service. The NHS Change Model (2013) suggests that one way to 
improve good practice is to share resources within and between teams and organisations. In 
line with this, many clinicians felt that there was no need to “reinvent the wheel” and that 
one way to develop the MHP would be to consult with other services to see what methods 




However, the wider issue of a lack of LD specific tools and services to signpost families to 
was one that clinicians felt would not be as easily rectified as the resources simply are not 
there. Again, it was recognised that the team could work towards meeting this 
recommendation by identifying what does exist and ensuring it is included in the MHP. 
Several clinicians suggested having a dedicated lead who was responsible for keeping up to 
date with emerging literature, tools and services, and feeding this back to the team during 
team meetings.  
 
The theme relating to staff confidence and experience highlighted the need for more training 
in order to help clinician’s become confident in incorporating some of the recommendations 
into their practice. In order for the service to meet this staff need, discussions around what 
training is required and the feasibility of delivering such training is needed. Clinicians were 
open and honest about where they felt they lacked sufficient experience with regards to some 
recommendations and demonstrated a willingness to learn and improve their skills and, 
therefore, their practice. One of the key areas of the NHS Change Model is that of ‘system 
drivers’ and within the current service, staff motivation can be considered a driver for 
change. That is, staff are willing and accepting of the need to develop and improve the MHP 
and are on board with the process of change, and in particular, they have recognised how 
they are able to contribute to this change process.   
 
However, one aspect of service delivery which might be harder to change or improve relates 
to staff capacity. The NHS Change Model states that in order to achieve change, the 
conditions need to be in favour of those who are involved in the change. Many clinicians 
felt that they simply did not have the capacity or time to incorporate some of the 
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recommendations into their clinical practice. Time pressures and demanding caseloads could 
therefore be seen as an unfavourable condition at present, and one that might impact on how 
able the team feel to meet certain recommendations in future. This is an area that requires 
careful consideration by service leads with discussions needed around how to balance 
current workload with NICE priorities. 
 
The theme of “teething problems” related to the significant changes that the service has 
recently undergone as part of the restructure, and many clinicians felt that the service is still 
under development as a result. There is a sense that they are still “finding their feet” as a 
service and there are many areas that need “ironing out” which will come in time. Many of 
these “teething problems” related to procedural elements of service delivery, for example, 
how and where records are kept. These issues could be easily rectified by developing 
standardised templates and formats for record keeping, for example.  
 
Finally, the majority of clinicians felt that they were adhering to many of the 
recommendations but on an informal basis. For example, having discussions with families 
around respite or advocacy, or providing details about treatments through informal 
discussions. However, clinicians all agreed that these discussions need to be recorded 
formally and become part of routine practice which would then bring them in line with the 
NICE recommendations.   
 
In summary, by exploring clinician’s views around the barriers they face in meeting some 
of the recommendations it has been possible to identify difficulties at various levels, 
including: at a service level (lack of resources within the service), at a team level (staff 
confidence and capacity) and at a wider system level (fewer services, funding cuts, lack of 
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LD measures). In doing so, it has helped highlight where improvements could be made first. 
For example, prioritising improvements to available resources within the service, tackling 
staff training and streamlining internal procedures. The audit has not only highlighted where 
improvements need to be made in terms of the MHP, but also allowed clinicians to reflect 
on their own training and development needs and how they could contribute to change within 
the service.  
Strengths and Limitations of the Audit 
 
One of the limitations of this audit was that it was not possible to enlist a second rater to 
code for themes as all available clinicians were participants in the interviews; therefore, the 
audit lacks inter-rater reliability. Additionally, there is the possibility of bias in the way the 
themes were selected which would be avoided by using a second rater in future.  
 
Given the brevity of the audit and the number of recommendations explored in the interview, 
it was not possible to discuss all of them in detail. Therefore, only those recommendations 
that related to the four identified themes have been discussed. Further work is required to 
address the barriers that were identified for the remaining unmet recommendations.  
 
The number of clinicians who volunteered to be interviewed is considered a strength of the 
audit and highlights the willingness of clinicians to acknowledge some of the gaps in their 
knowledge and experience, and to be open and honest in exploring these whilst thinking of 
ways to improve their practice. Only one clinician said that they did not want to participate 
in the interview whilst three could not participate, as they had not worked with service users 




In order to strengthen the findings of the audit it would be beneficial to further explore 
clinicians’ responses by discipline in order to determine whether differences in views exist 
across different disciplines.  
2.6.Recommendations  
 
• To identify a lead who will be responsible for reviewing existing services within 
Birmingham and develop a directory that clinicians can access when they need to 
refer families for further support e.g. support groups, family advocacy and respite. 
• To identify current LD assessment measures, tools and mental health manuals and 
incorporate them into the Mental Health Pathway.  
• To identify and develop resources within the service that clinicians can provide to 
families around medication, interventions and support that are offered to families.  
• To assess the feasibility of introducing parent training programmes within the 
service, looking at who would be responsible for the programmes and whether this 
would require funding in order to support it.  
• To further assess training needs within the team and determine how this would be 
delivered. 
• To streamline the service’s record keeping in order to bring it in line with NICE 
recommendations. 
• To organise regular training slots covering the use of LD specific tools and measures, 
capacity assessments, use of session outcome measures and to review NICE 
guidelines relevant to the service.  
 
This report and its recommendations will be disseminated to staff within the service via an 
audit report as well as presented to the multidisciplinary team during a team meeting.  
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2.7.Personal Reflections  
 
One of the difficulties I experienced in completing this audit, and perhaps which reflects one 
of the themes captured by the audit, was finding time to meet with the clinicians to complete 
the interviews. Due to clinicians having such busy schedules, it took almost two months to 
complete 10 interviews.  
Prior to conducting the interviews, one of my concerns had been whether or not clinicians 
would feel comfortable talking to me about areas of their clinical practice that were “falling 
short” in terms of the NICE recommendations. I was worried that they would feel judged, 
especially by a trainee with less clinical experience than them. However, what I actually 
found was that they were more than happy to discuss their practice and be open as to why 
they may or may not be doing something. This made completing the audit far easier than I 
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Mental Health Audit Questionnaire 
NICE Guidelines 
1. What do you know about the NICE guidelines on mental health problems for individuals 
with a learning disability? 
The audit has highlighted that as a service we are not routinely adhering to NICE guidelines on 
specific mental health problems. 
Would you agree with this? 
If yes: 
What do you feel are the barriers to this? 
What do you think we could do differently to help us meet this recommendation? 
+++++++++++++++++++++++++++ FOR MEDICS ONLY +++++++++++++++++++++++++++ 
 
2. NICE has guidelines on the adherence and safe and effective use of medicine, however, the audit 
revealed that the guidance are not routinely adhered to.  
 




What are the barriers that are preventing this recommendation from being met? 
 




3. NICE recommend that we develop and implement our service delivery systems in 
partnership with people with learning disabilities, however, it was felt that we are not 
currently meeting that recommendation? 
What are your thoughts on that? 
If in agreement: 
What do you think the barriers are to including service users in the delivery of the service? 
Do you have any ideas about ways in which we could improve in this area? 
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Delivery and evaluation of interventions 
 
4. When delivering our interventions it is recommended that do so based on relevant manuals and that 
we evaluate our adherence to the interventions. These recommendations were highlighted as being 
largely unmet at present.  
 




What barriers are currently stopping us from meeting this recommendation? 
 
What could we do differently so that we ensure we are doing this in future? 
 
5. One way we can evaluate the delivery of our interventions is by using session by session outcome 
measures, something that is recommended by NICE. The audit revealed some inconsistencies in the 
way these outcome measures are used with some clinicians using them and others not. 
What is your experience with using session by session outcome measures? 
If they don’t use them: 
What is making it difficult for you to routinely use them at the moment? 
What do you feel would make it easier to use these outcome measures? 
 
Capacity 
6. The audit revealed that while we are assessing service users’ capacity to make decisions about 
treatment, this is not being done in a formal way.  
What is your experience of assessing capacity in your practice? 
If agree it is not done formally: 
What are the barriers preventing this from being routine practice at the moment? 
How can we improve upon this? 
 
7. NICE recommend that we discuss treatment options with people which include things like the 
purpose of the treatment, benefits and disadvantages and addressing queries they might have. It was 
felt that this is something we are doing on an informal basis regularly but not formally at present. 
What are your thoughts on that? 
If agree: 
What is currently stopping us from meeting this recommendation? 






8. Another of NICE’s recommendations is that we give information about support and interventions to 
family members and carers. This is something we are not currently doing. 
Would you agree with this? 
If yes: 
What are the current barriers to meeting this recommendation? 




9. NICE recommend that we advise family members of their right to their own physical and mental 
health assessment as well as the right to respite. This was identified as an area we are not consistent 
in. 
 




What do you think are the barriers to this? 
 
How could we improve this? 
 
10. Similarly,  as a service it is recommended that we provide families and carers with information on 
how to receive family advocacy, support groups and provide skills training and emotional support to 
help families take part in support interventions for their family member who has the learning 
disability. The audit revealed this is something we are not currently doing. 
 




What is making it difficult for us to meet this recommendation at the moment? 
 






11. When we assess people it is recommended that we speak to them on their own to find out if they 
have any concerns that they may not wish to talk about in front of their family or carers. This is 
something we are not currently doing routinely, but rather, only when it is felt it is necessary.  
 
Would you agree that this is the case? 
 
If agree:  
 
What are the barriers stopping this being routine practice? 
 
How can we make sure we meet this recommendation in future? 
 
12. Another recommendation during assessment is to use tools that have been developed or adapted for 
people with learning disabilities; however, this is something we are not currently doing.  
 




What are the barriers to meeting this recommendation? 
 
How can we change this? 
 
13. NICE recommend that we use a formal depression measure when assessing depressive symptoms in 
adults with a learning disability. As we service which sees people up until the age of 19 this is 
something we should be doing, however, this is not something we’re doing.  
 




What is stopping us from doing this at the moment? 
How can we improve our practice in this area? 
 
Care plans  
14. It is recommended that mental health care plans are formally written statements which include 
information about goals, outcome measures, early warning signs and risk/crisis plans. Additionally 
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it is recommended that the care plan states who is responsible for what. The audit revealed that this 
is being done but the information is not being written down in one document/written statement as it 
should be.  
What are your thoughts on this? 
If agree: 
What is the barrier stopping this from being routine practice? 




15. NICE recommends that the service considers parent training programmes that are specifically 
designed for parents/carers of children with learning disabilities to help prevent mental health 
problems in the child. The audit has highlighted this as an recommendation that we are not currently 
meeting.  
What are your thoughts on that? 
If agree: 
What are the current barriers preventing us from meeting this recommendation? 




16. The NICE guidelines recommend that all staff support service users to engage in community 
activities and access local community resources. The audit revealed we are not currently meeting 
this recommendation.  
 




What are the barriers to this? 
 
How can we overcome those barriers? 
 
 






17. When prescribing medication, prescribers should monitor and review the benefits and possible side 
effects of medication using agreed outcome measures. The audit revealed that outcome measures 
are not being used for this purpose.  
Do you agree with this? 
If agree: 
What are the barriers to this? 
What can be done to improve practice? 
 
18. NICE recommends that prescribers provide a summary that details what information was provided 
about the medication (e.g. side effects) and when it will be reviewed, plans for reducing or 
discontinuing if appropriate and details of other medication the person is taking. At present this is 
not being done. 
Would you agree with this? 
If agree: 
What is the barrier that is preventing this from occurring? 
How can we improve on this? 
 
19. NICE also recommend that for people with learning disabilities who are taking antipsychotic drugs 
but not experiencing symptoms that you should consider reducing or discontinuing the prescription. 
The audit revealed this recommendation was not being met.  
What are your thoughts on that? 
If agree: 
What are some of the reasons for this recommendation not being met? 




















NRES Guidance: DIFFERENTIATING AUDIT, SERVICE EVALUATION AND RESEARCH  
 
November 2006  
  
The "Ad Hoc Advisory Group on the Operation of NHS Research Ethics Committees" recommended NRES 
should develop guidelines to aid researchers and committees in deciding what is appropriate or inappropriate 
for submission to RECs, and NRES (with the Health Departments and with advice from REC members) has 




RESEARCH  CLINICAL AUDIT  SERVICE EVALUATION  
The attempt to derive generalisable new knowledge 
including studies that aim to generate hypotheses as 
well as studies that aim to test them.  
Designed and conducted to 
produce information to inform 
delivery of best care. 
 
 
Designed and conducted solely 
to define or judge current care.  
Quantitative research – designed to test a 
hypothesis.  
Qualitative research – identifies/explores themes 
following established methodology.  
Designed to answer the 
question:  
“Does this service reach a 
predetermined standard?”  
 
 
Designed to answer the 
question:  
“What standard does this 
service achieve?”  
Addresses clearly defined questions, aims and 
objectives.  
Measures against a standard.  
 
Measures current service 
without reference to a standard.  
Quantitative research -may involve evaluating or 
comparing interventions, particularly new ones.  
Qualitative research – usually involves studying 
how interventions and relationships are 
experienced.  
Involves an intervention in use 
ONLY. (The choice of 
treatment is that of the clinician 
and patient according to 
guidance, professional 
standards and/or patient 
preference.)  
 
Involves an intervention in use 
ONLY. (The choice of 
treatment is that of the clinician 
and patient according to 
guidance, professional 
standards and/or patient 
preference.)  
Usually involves collecting data that are additional 
to those for routine care but may include data 
collected routinely. May involve treatments, 
samples or investigations additional to routine care.  
Usually involves analysis of 
existing data but may include 
administration of simple 
interview or questionnaire.  
 
Usually involves analysis of 
existing data but may include 
administration of simple 
interview or questionnaire.  
Quantitative research - study design may involve 
allocating patients to intervention groups.  
Qualitative research uses a clearly defined sampling 
framework underpinned by conceptual or 
theoretical justifications.  
No allocation to intervention 
groups: the health care 
professional and patient have 
chosen intervention before 
clinical audit.  
 
No allocation to intervention 
groups: the health care 
professional and patient have 
chosen intervention before 
service evaluation.  
May involve randomisation  No randomisation  
 
No randomisation  
ALTHOUGH ANY OF THESE THREE MAY RAISE ETHICAL ISSUES, UNDER CURRENT GUIDANCE:-  
RESEARCH REQUIRES R.E.C. REVIEW  AUDIT DOES NOT 
REQUIRE R.E.C. REVIEW  
SERVICE EVALUATION 







1.2 Organisation and delivery of care and support 
Organising effective care  
1.2.1 A designated leadership team of healthcare professionals, educational staff, social care 
practitioners and health and local authority commissioners should develop and implement service 
delivery systems in partnership with people with learning disabilities and mental health problems 
and (as appropriate) their family members, carers, self-advocates or care workers.  
1.2.2 The designated leadership team should ensure that care is: 
• person-centred and integrated within a care programme  
• negotiable, workable and understandable for people with learning disabilities and mental 
health problems, their family members, carers or care workers, and staff 
• accessible and acceptable to people using the services  
• responsive to the needs and abilities of people with learning disabilities, and that 
reasonable adjustments (in line with the Equality Act 2010) are made if needed 
• regularly audited to assess effectiveness, accessibility and acceptability.  
1.2.3 The designated leadership team should ensure that care pathways: 
• cover all health, social care, support and education services, and define the roles and 
responsibilities of each service 
• have designated staff who are responsible for coordinating:  
o how people are involved with a care pathway  
o transition between services within and across different care pathways 
• maintain consistency of care  
• have protocols for sharing information: 
o with the person with learning disabilities and a mental health problem and their family 
members, carers or care workers (as appropriate) 
o with other staff (including GPs) involved in the person's care 
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• are focused on outcomes (including measures of quality, service user experience and harm)  
• establish clear links (including access and entry points) to other care pathways (including 
those for physical health problems). 
1.2.4 The designated leadership team should ensure that young people with learning disabilities 
and mental health problems have in place plans that address their health, social, educational and 
recreational needs (including Education, Health and Care Plans), as part of their transition to adult 
services and adulthood. This planning should start when young people are aged 14 and follow the 
NICE guideline on transition from children's to adults' services.  
1.2.5 The designated leadership team, together with health and social care providers, should ensure 
that care pathways: 
• provide access to all NICE-recommended interventions for mental health problems  
• clearly state the responsibilities of specialist learning disabilities and specialist mental 
health services to ensure people's needs are met.  
1.2.6 For people with learning disabilities who need acute inpatient treatment for a serious mental 
illness, provide treatment:  
• within a locally available service where possible and 
• with staff who are skilled and knowledgeable in the care and treatment of mental health 
problems in people with learning disabilities.  
Staff coordination and communication  
1.2.7 Staff working with people with learning disabilities and mental health problems should 
ensure they are fully informed about:  
• the nature and degree of the learning disabilities 
• the nature and severity of the mental health problem, and any physical health problems 
(including sensory impairments).  
1.2.8 All people with learning disabilities and a serious mental illness should have a key worker 
who: 
• coordinates all aspects of care, including safeguarding concerns and risk management 
• helps services communicate with the person and their family members, carers or care 
workers (as appropriate) clearly and promptly, in a format and language suited to the 
person's needs and preferences 
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• monitors the implementation of the care plan and its outcomes.  
Staff training and supervision 
1.2.9 Health, social care and education services should train all staff who may come into contact 
with people with learning disabilities to be aware: 
• that people with learning disabilities are at increased risk of mental health problems  
• that mental health problems may develop and present in different ways from people 
without learning disabilities, and the usual signs or symptoms may not be observable or 
reported 
• that people with learning disabilities can develop mental health problems for the same 
reasons as people without learning disabilities (for example, because of financial worries, 
bereavement or relationship difficulties) 
• that mental health problems are commonly overlooked in people with learning disabilities 
• where to refer people with learning disabilities and suspected mental health problems.  
1.2.10 Health and social care services should ensure that staff who deliver interventions for people 
with learning disabilities and mental health problems are competent, and that they:  
• receive regular high-quality supervision  
• deliver interventions based on relevant manuals, if available 
• evaluate adherence to interventions 
• take part in the monitoring of their practice (for example, by using video and audio 
recording, external audit and scrutiny).  
1.2.11 Health and social care staff who deliver interventions for people with learning disabilities 
and mental health problems should consider using routine sessional outcome measures, including 
service-user-reported experience measures. 
1.3 Involving people with learning disabilities, and their family 
members, carers or care workers, in mental health assessment and 
treatment  
Communication 
1.3.1 Take into account the person's communication needs and level of understanding throughout 
assessments, treatment and care for a mental health problem, and: 
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• speak to the person directly rather than talking about or over them  
• use clear, straightforward and unambiguous language 
• assess whether communication aids, an advocate or someone familiar with the person's 
communication methods are needed 
• make adjustments to accommodate sensory impairments (including sight and hearing 
impairments) 
• explain the content and purpose of every meeting or session 
• use concrete examples, visual imagery, practical demonstrations and role play to explain 
concepts  
• communicate at a pace that is comfortable for the person, and arrange longer or additional 
meetings or treatment sessions if needed 
• use different methods and formats for communication (written, signing, visual, verbal, or a 
combination of these), depending on the person's preferences (see the Accessible 
Information Standard for guidance on ensuring people with learning disabilities receive 
information in formats they can understand) 
• regularly check the person's understanding  
• summarise and explain the conclusions of every meeting or session  
• check that the person has communicated what they wanted. 
Consent, capacity and decision-making 
1.3.2 Assess the person's capacity to make decisions throughout assessment, care and treatment for 
the mental health problem on a decision-by-decision basis, in accordance with the Mental Capacity 
Act and supporting codes of practice (see your care). Help people make decisions by ensuring that 
their communication needs are met (see recommendation 1.3.1) and (if appropriate) involving a 
family member, carer, care worker or other individual familiar with the person's communication 
abilities.  
1.3.3 Staff delivering care to people with learning disabilities and mental health problems should: 
• discuss the assessment process and treatment options with the person and provide 
information in a format and language suited to their needs, including:  
o potential benefits  
o potential side effects or disadvantages 
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o the purpose of treatment 
o outcome measures 
• ensure that the person understands the purpose, plan and content of any meeting or 
intervention before it starts, and regularly throughout 
• address any queries or concerns that the person may have at any stage 
• allow enough time for the person to make an informed choice if they have decision-making 
capacity, and if they do not then provide enough time for their family members, carers or 
care workers to contribute fully. 
Involving family members, carers and care workers  
1.3.4 Encourage and support family members, carers and care workers (as appropriate) to be 
actively involved throughout the assessment, care and treatment of the person's mental health 
problem, apart from in exceptional circumstances when an adult or young person with decision-
making capacity has said that they do not want them involved. 
1.3.5 Give family members, carers and care workers (as appropriate) information about support 
and interventions in a suitable format and language, including NICE's information for the public. 
1.4 Support and interventions for family members and carers  
1.4.1 Advise family members and carers about their right to the following and how to get them: 
• a formal assessment of their own needs (known as a 'Carer's Assessment'), including their 
physical and mental health 
• short breaks and other respite care.  
1.4.2 When providing support to family members (including siblings) and carers:  
• recognise the potential impact of living with or caring for a person with learning 
disabilities and a mental health problem 
• explain how to access: 
o family advocacy  
o family support and information groups  
o disability-specific support groups for family members or carers  
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• provide skills training and emotional support, or information about how to access these, to 
help them take part in and support interventions for the person with learning disabilities 
and a mental health problem.  
1.4.3 If a family member or carer also has an identified mental health problem, offer: 
• interventions in line with the NICE guidelines on specific mental health problems or 
• referral to a mental health professional who can provide interventions in line with NICE 
guidelines. 
1.5 Social and physical environment interventions  
1.5.1 Health, social care and education services should consider the impact of the social and 
physical environment on the mental health of children and young people with learning disabilities 
when developing care plans, and: 
• provide positive educational environments that are appropriate to their needs  
• when care placements (such as birth family to foster care, foster care to adoptive 
placement, home to residential school/college) are required, minimise the risk of 
placement breakdown by taking particular care to fit these to the needs of the person.  
• give special consideration and support to looked-after children and young people with 
learning disabilities and their foster parents or care workers, to reduce the child or young 
person's very high risk of developing mental health problems, and the risk of changes in 
their home and carers (see the NICE guideline on looked-after children and young people).  
1.5.2 Health, social care and education services should consider the impact of the social and 
physical environment on the mental health of adults with learning disabilities when developing 
care plans,and: 
• support people to live where and with whom they want 
• encourage family involvement in the person's life, if appropriate 
• support people to get involved in activities that are interesting and meaningful to them  
• plan for and help people with any significant changes to their living arrangements.  
1.6 Annual health check 
The following recommendations on annual health checks for people with learning disabilities build 
on recommendation 1.2.1 in the NICE guideline on challenging behaviour and learning disabilities, 
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which relates to the provision of annual physical checks by GPs to all people with learning 
disabilities. 
1.6.1 GPs should offer an annual health check using a standardised template to all adults with 
learning disabilities, and all children and young people with learning disabilities who are not 
having annual health checks with a paediatrician. 
1.6.2 Involve a family member, carer or care worker (as appropriate), or a healthcare professional 
or social care practitioner who knows the person well, in the annual health check. Take into 
account that more time may be needed to complete health checks with people with learning 
disabilities. 
1.6.3 Include the following in annual health checks: 
• a mental health review, including any known or suspected mental health problems and how 
they may be linked to any physical health problems 
• a physical health review, including assessment for the conditions and impairments which 
are common in people with learning disabilities 
• a review of all current interventions, including medication and related side effects, adverse 
events, interactions and adherence  
• an agreed and shared care plan for managing any physical health problems (including 
pain).  
1.6.4 During annual health checks with adults with Down's syndrome, ask them and their family 
members, carers or care workers (as appropriate) about any changes that might suggest the need for 
an assessment of dementia, such as: 
• any change in the person's behaviour  
• any loss of skills (including self-care)  
• a need for more prompting in the past few months. 
1.7 Identification and referral  
1.7.1 Staff and others caring for people with learning disabilities should consider a mental health 
problem if a person with learning disabilities shows any changes in behaviour, for example:  
• loss of skills or needing more prompting to use skills  





• agitation  
• loss of interest in activities they usually enjoy.  
1.7.2 Staff should consider using identification questions (adjusted as needed) as recommended in 
the NICE guidelines on specific mental health problems to identify common mental health 
problems in people with learning disabilities.  
1.7.3 Paediatricians should explain to parents of children identified with learning disabilities that 
mental health problems are common in people with learning disabilities, and may present in 
different ways.  
1.7.4 If a mental health problem is suspected in a person with learning disabilities, staff should 
conduct a triage assessment to establish an initial formulation of the problem. This should include:  
• a description of the problem, including its nature, severity and duration  
• an action plan including possible referral for further assessment and interventions.  
1.7.5 Refer people with learning disabilities who have a suspected serious mental illness or 
suspected dementia to a psychiatrist with expertise in assessing and treating mental health 
problems in people with learning disabilities.  
1.8 Assessment 
Conducting a mental health assessment  
1.8.1 A professional with expertise in mental health problems in people with learning disabilities 
should coordinate the mental health assessment, and conduct it with: 
• the person with the mental health problem, in a place familiar to them if possible, and help 
them to prepare for it if needed  
• the family members, carers, care workers and others that the person wants involved in their 
assessment  
• other professionals (if needed) who are competent in using a range of assessment tools and 
methods with people with learning disabilities and mental health problems.  
1.8.2 Speak to the person on their own to find out if they have any concerns (including 
safeguarding concerns) that they don't want to talk about in front of their family members, carers or 
care workers.  
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1.8.3 Before mental health assessments: 
• agree a clear objective, and explain it to the person, their family members, carers or care 
workers (as appropriate), and all professionals involved  
• explain the nature and duration of the assessment to everyone involved  
• explain the need to ask certain sensitive questions  
• address any queries or concerns that the person may have about the assessment process. 
1.8.4 When conducting mental health assessments, be aware: 
• that an underlying physical health condition may be causing the problem 
• that a physical health condition, sensory or cognitive impairment may mask an underlying 
mental health problem 
• that mental health problems can present differently in people with more severe learning 
disabilities. 
1.8.5 When conducting mental health assessments, take into account the person's: 
• level of distress  
• understanding of the problem 
• living arrangements and settings where they receive care  
• strengths and needs. 
1.8.6 During mental health assessments: 
• establish specific areas of need to focus on  
• assess all potential psychopathology, and not just the symptoms and signs that the person 
and their family members, carers or care workers first report 
• describe the nature, duration and severity of the presenting mental health problem 
• take into account the person's cultural, ethnic and religious background 
• review psychiatric and medical history, past treatments and response  
• review physical health problems and any current medication, and refer to other specialists 
for review if needed 




• assess for problems that may be associated with particular behavioural phenotypes (for 
example, anxiety in people with autism and psychosis in people with Prader–Willi 
syndrome), so that they can be treated  
• assess the person's family and social circumstances and environment, and recent life events 
• assess the level of drug or alcohol use as a potential problem in itself and as a factor 
contributing to other mental health problems 
• establish or review a diagnosis using:  
o a classification system such as DSM-5 or ICD-10, or those adapted for learning 
disabilities (for example the Diagnostic Manual – Intellectual Disability [DM-ID] or 
Diagnostic Criteria for Psychiatric Disorders for Use with Adults with Learning 
Disabilities/Mental Retardation [DC-LD]) or 
o problem specification  
• assess whether a risk assessment is needed (see recommendation 1.8.18). 
1.8.7 Assess recent changes in behaviour using information from family members, carers, staff or 
others involved in the assessment as well as information from relevant records and previous 
assessments. Take into account the nature, quality and length of their relationship with the person. 
1.8.8 Use the results of the mental health assessment to develop a written statement (formulation) 
of the mental health problem, which should form the basis of the care plan (see recommendation 
1.8.23) and cover: 
• an understanding of the nature of the problem and its development  
• precipitating and maintaining factors 
• any protective factors 
• the potential benefits, side effects and harms of any interventions  
• the potential difficulties with delivering interventions  
• the adjustments needed to deliver interventions 
• the impact of the mental health problem and associated risk factors on providing care and 
treatment. 
1.8.9 Provide the person, their family members, carers or care workers (as appropriate), and all 
relevant professionals with a summary of the assessment: 
• in an agreed format and language 
77 
 
• that sets out the implications for care and treatment.  
1.8.10 Give the person and their family members, carers or care workers (as appropriate) another 
chance to discuss the assessment after it has finished, for example at a follow-up appointment.  
Further assessment 
1.8.11 Consider conducting a further assessment that covers any areas not explored by the initial 
assessment, if: 
• new information emerges about the person's mental health problem or 
• there are significant differences between the views of the person and the views of their 
family members, carers, care workers or staff about the problems that the assessment has 
focused on.  
Assessment tools  
1.8.12 During any mental health assessment: 
• consider using tools that have been developed or adapted for people with learning 
disabilities and 
• take cost into account if more than one suitable tool is available.  
1.8.13 If using tools that have not been developed or adapted for people with learning disabilities, 
take this into account when interpreting the results.  
1.8.14 When conducting an assessment with a child or young person with learning disabilities, 
consider using tools such as the Developmental Behavior Checklist – parent version (DBC-P) or 
the Strengths and Difficulties Questionnaire (SDQ). 
1.8.15 When assessing depressive symptoms in an adult with learning disabilities, consider using a 
formal measure of depression to monitor change over time, such as the Glasgow Depression Scale 
(the self-report for people with milder learning disabilities or the carer supplement for people with 
any degree of learning disabilities).  
1.8.16 Consider supplementing an assessment of dementia with an adult with learning disabilities 
with: 
• measures of symptoms, such as the Dementia Questionnaire for People with Learning 
Disabilities (DLD), the Down Syndrome Dementia Scale (DSDS) or the Dementia 
Screening Questionnaire for Individuals with Intellectual Disabilities (DSQIID)  
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• measures of cognitive function to monitor changes over time, such as the Test for Severe 
Impairment (TSI) 
• measures of adaptive function to monitor changes over time.  
1.8.17 Complete a baseline assessment of adaptive behaviour with all adults with Down's 
syndrome.  
Risk assessment  
1.8.18 When conducting risk assessments with people with learning disabilities and mental health 
problems, assess: 
• risk to self 
• risk to others (including sexual offending) 
• risk of self-neglect  
• vulnerability to exploitation  
• likelihood and severity of any particular risk 
• potential triggers, causal or maintaining factors 
• whether safeguarding protocols should be implemented. 
1.8.19 If indicated by the risk assessment, develop a risk management plan with the person and 
their family members, carers or care workers (as appropriate).  
1.8.20 Risk management plans should: 
• set out individual, social or environmental interventions to reduce risk  
• be communicated to family members, carers or care workers (as appropriate) and all 
relevant staff and agencies. 
1.8.21 Risk assessments and resulting risk management plans should be reviewed regularly and 
adjusted if risk levels change. 
Mental health assessment during a crisis  
1.8.22 Conduct an initial assessment for people who are experiencing a mental health crisis, which 
should: 
• include an assessment of the person's mental health 
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• include a risk assessment (see recommendations 1.8.18–1.8.21) 
• include identification of interventions to: 
o help address the problem that caused the crisis  
o minimise any associated risks  
o bring stability to the individual and their immediate environment  
• produce a crisis plan that sets out (using the least restrictive options possible) how to 
reduce the likelihood of further crises, and what to do if the person has another crisis. 
The mental health care plan 
1.8.23 Develop a mental health care plan with each person with learning disabilities and a mental 
health problem and their family members, carers or care workers (as appropriate), and integrate it 
into their other care plans. 
1.8.24 Base mental health care plans on the written statement (formulation) and include in them: 
• goals agreed with the person and the steps to achieve them 
• treatment decisions 
• agreed outcome measures that are realistic and meaningful to the person, to monitor 
progress 
• early warning signs of relapse or exacerbation of symptoms, if known 
• risk and crisis plans, if needed (see recommendations 1.8.18–1.8.22)  
• steps to minimise future problems.  
1.8.25 Ensure that the mental health care plan sets out the roles and responsibilities of everyone 
involved in delivering it, and that:  
• the person can easily access all interventions and services in the plan 
• it is communicated to everyone involved, including the person and their family members, 
carers or care workers (as appropriate) 
• there is an agreement on when the plan will be reviewed. 
1.9 Psychological interventions 
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Delivering psychological interventions for mental health problems in people 
with learning disabilities  
1.9.1 For psychological interventions for mental health problems in people with learning 
disabilities, refer to the NICE guidelines on specific mental health problems and take into account: 
• the principles for delivering psychological interventions (see recommendations 1.9.2–
1.9.4) and 
• the specific interventions recommended in this guideline (see recommendations 1.9.5–
1.9.9).  
1.9.2 Use the mental health assessment to inform the psychological intervention and any 
adaptations to it, and: 
• tailor it to their preferences, level of understanding, and strengths and needs  
• take into account any physical, neurological, cognitive or sensory impairments and 
communication needs  
• take into account the person's need for privacy (particularly when offering interventions on 
an outreach basis) 
• agree how it will be delivered (for example, face-to-face or remotely by phone or 
computer), taking into account the person's communication needs and how suitable remote 
working is for them.  
1.9.3 If possible, collaborate with the person and their family members, carers or care workers (as 
appropriate) to: 
• develop and agree the intervention goals  
• develop an understanding of how the person expresses or describes emotions or distressing 
experiences  
• agree the structure, frequency, duration and content of the intervention, including its 
timing, mode of delivery and pace  
• agree the level of flexibility needed to effectively deliver the intervention  
• agree how progress will be measured and how data will be collected (for example, visual 
representations of distress or wellbeing).  
1.9.4 Be aware that people with learning disabilities might need more structured support to practise 
and apply new skills to everyday life between sessions. In discussion with the person, consider:  
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• providing additional support during meetings and in the planning of activities between 
meetings  
• asking a family member, carer or care worker to provide support and assistance (such as 
reminders) to practise new skills between meetings. 
Specific psychological interventions  
1.9.5 Consider cognitive behavioural therapy, adapted for people with learning disabilities (see 
recommendation 1.9.2 on intervention adaptation methods), to treat depression or subthreshold 
depressive symptoms in people with milder learning disabilities. 
1.9.6 Consider relaxation therapy to treat anxiety symptoms in people with learning disabilities.  
1.9.7 Consider using graded exposure techniques to treat anxiety symptoms or phobias in people 
with learning disabilities.  
1.9.8 Consider parent training programmes specifically designed for parents or carers of children 
with learning disabilities to help prevent or treat mental health problems in the child, and to 
support carer wellbeing. 
1.9.9 Parent training programmes should: 
• be delivered in groups of parents or carers  
• be accessible (for example, take place outside normal working hours or in community 
settings with childcare facilities) 
• focus on developing communication and social functioning skills 
• typically consist of 8 to 12 sessions lasting 90 minutes  
• follow the relevant treatment manual 
• use all of the necessary materials to ensure consistent implementation of the programme 
• seek parent feedback. 
1.10 Pharmacological interventions 
1.10.1 For pharmacological interventions for mental health problems in people with learning 
disabilities, refer to the NICE guidelines on specific mental health problems and take into account 
the principles for delivering pharmacological interventions (see recommendations 1.10.2–1.10.9).  
1.10.2 For guidance on adherence and the safe and effective use of medicines, see the NICE 
guidelines on medicines adherence and optimisation. 
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1.10.3 Only specialists with expertise in treating mental health problems in people with learning 
disabilities should start medication to treat a mental health problem in:  
• adults with more severe learning disabilities (unless there are locally agreed protocols for 
shared care) 
• children and young people with any learning disabilities.  
1.10.4 Before starting medication for a mental health problem in children, young people or adults 
with learning disabilities: 
• take account of:  
o potential medication interactions 
o the potential impact of medication on other health conditions 
o the potential impact of other health conditions on the medication 
• when necessary consult with specialists (for example, neurologists providing epilepsy care 
when prescribing antipsychotic medication that may lower the seizure threshold), to 
minimise possible interactions  
• assess the risk of non-adherence to the medication regimen or any necessary monitoring 
tests (for example, blood tests), and the implications for treatment  
• establish a review schedule to reduce polypharmacy  
• provide support to improve adherence (see the NICE guideline on medicines adherence) 
• assess whether support from community and learning disabilities nurses is needed for 
physical investigations (such as blood tests) 
• agree monitoring responsibilities, including who will carry out blood tests and other 
investigations, between primary and secondary care.  
1.10.5 Monitor and review the benefits and possible harms or side effects, using agreed outcome 
measures and taking into account communication needs. If stated in the relevant NICE guideline, 
use the timescales given for the specific disorder to inform the review, and adjust it to the person's 
needs.  
1.10.6 When deciding the initial dose and subsequent increases, aim for the lowest effective dose. 
Take account of both potential side effects and difficulties the person may have in reporting them, 




1.10.7 Prescribers should record: 
• a summary of what information was provided about the medication prescribed, including 
side effects, to the person and their family members, carers or care workers (as 
appropriate) and any discussions about this 
• when the medication will be reviewed 
• plans for reducing or discontinuing the medication, if appropriate 
• full details of all medication the person is taking, including the doses, frequency and 
purpose. 
1.10.8 For people with learning disabilities who are taking antipsychotic drugs and not 
experiencing psychotic symptoms: 
• consider reducing or discontinuing long-term prescriptions of antipsychotic drugs,  
• review the person's condition after reducing or discontinuing a prescription  
• consider referral to a psychiatrist experienced in working with people with learning 
disabilities and mental health problems  
• annually document the reasons for continuing the prescription if it is not reduced or 
discontinued.  
1.10.9 When switching medication, pay particular attention to discontinuation or interaction effects 
that may occur during titration. Only change one drug at a time, to make it easier to identify these 
effects.  
1.11 Occupational interventions  
1.11.1 In keeping with the preferences of the person with learning disabilities and mental health 
problems, all staff should support them to:  
• engage in community activities, such as going to a library or sports centre 
• access local community resources such as libraries, cinemas, cafes and leisure centres  
• take part in leisure activities, such as hobbies, which are meaningful to the person. 
 
Reasonable adjustments may be needed to do this (in line with the Equality Act 2010), 
such as a buddy system, transport, or advising local facilities on accessibility.  
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1.11.2 Actively encourage adults with learning disabilities (with or without a mental health 
problem) to find and participate in paid or voluntary work that is meaningful to them, if they are 
able.  
1.11.3 Consider providing practical support to adults with learning disabilities (with or without a 
mental health problem) to find paid or voluntary work, including: 
• preparing a CV 
• identifying personal strengths and interests  
• completing application forms 
• preparing for interviews 
• accompanying the person to interviews 
• completing any pre-employment checks.  
1.11.4 Health and social care services should take account of an adult or young person's sensory, 
physical, cognitive and communication needs and the severity of their mental health problem (if 
any), and consider: 
• helping them to identify and overcome any possible challenges during employment 
• appointing supported employment workers to provide ongoing support to adults with 
learning disabilities and their employers  
• providing information and guidance to potential employers about the benefits of recruiting 
people with learning disabilities  
• assisting employers in making reasonable adjustments to help them to work (in line with 








CLINICARL PRACTICE REPORT THREE: SINGLE-
CASE EXPERIMENTAL DESIGN  
________________________________________________ 
3.1. Abstract 
Case background: This report presents the case of Lorraine*, a 69-year old woman who 
was referred to psychological services for support in relation to social anxiety. The first part 
of the report details the information gathered throughout the assessment process and includes 
a formulation of Lorraine’s anxiety using Clark and Wells’ (1995) social anxiety model.  
Details of the CBT informed intervention for social anxiety are also outlined.  
Method: The intervention was evaluated by means of an A-B experimental design whereby 
Lorraine was asked to rate her anxiety on a daily basis for a period of one week (baseline 
phase) using a subjective units of distress scale (SUDS) prior to the implementation of the 
CBT intervention. Following this, she completed a further 6 weeks of SUDS ratings 
throughout the intervention phase. In addition, Lorraine also completed the Social Phobia 
Inventory (SPIN; Connor et al, 2000) at the end of each session.    
Results: Lorraine’s SUDS ratings during the baseline and interventions phases were 
analysed to determine whether the intervention was successful. The results indicated that 
there was a significant decrease in Lorraine’s anxiety following the intervention. Similarly, 
there was a significant and reliable change in Lorraine’s SPIN scores by the end of the 
intervention.   
Conclusion: The results of the statistical analysis suggest that the intervention was 
successful; however, interpretation of these results is done so cautiously owing to a number 
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of limitations of the A-B design. These limitations are discussed and alternative possible 
explanations for the change in symptomology are offered.  





















Lorraine, a 69 year-old White British female, was referred to the Older Adults Community 
Mental Health Team (CMHT) by RAID (Rapid Assessment Interface and Discharge) , a 
specialist mental health service based in acute hospitals, in July 2017 after presenting to 
A&E with stroke-like symptoms, which were later attributed to stress and anxiety. Lorraine 
was assessed by the team psychiatrist within the CMHT and referred for psychological input 
due to her highly anxious presentation.  The referral stated that Lorraine was predominantly 
experiencing anxiety in relation to actual or anticipated social situations.  
3.3. Assessment 
The initial assessment took place over one two-hour session and utilised a clinical interview 
to gather information about Lorraine’s background and presenting difficulties. Over 
subsequent sessions, information relating to Lorraine’s experiences with anxiety, including 
affective, physiological, cognitive and behavioural factors were elicited using techniques 
informed by the cognitive-behavioural model (CBT), e.g. thought diary (see Appendix A), 
cross-sectional formulations and retrospective reports. Additionally, Lorraine completed 
daily monitoring over a 7-week period (50 days in total) where a subjective units of distress 
scale (SUDS) was used to record the average level of anxiety she experienced throughout 
the day (see Appendix B). Finally, at the end of the assessment session Lorraine completed 
the Social Phobia Inventory (SPIN), which is a 17-item self-report measure that focuses on 
common characteristics of social phobia, such as fear, avoidance, and physiological 
symptoms. The SPIN has good reliability and validity making it sensitive to change (Connor 
et al., 2000). Lorraine’s initial score of 63/68 indicated severe social anxiety. This measure 
was also completed at the end of every subsequent session to monitor change during therapy 
(see Appendix C).  
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3.3.1. Presenting difficulties  
Lorraine reported that she has suffered from social anxiety and “shyness” from an early age; 
however, her anxiety had recently increased significantly as a result of a panic attack she 
experienced after visiting her son in hospital. Lorraine described how she had been to visit 
her son in hospital and observed him being rude and verbally aggressive to the nursing staff 
who were caring for him. During this observed interaction, Lorraine described feelings of 
anger, embarrassment and shame at her son’s behaviour, and thought that the nursing staff 
would judge her and think she was a “terrible mother for raising a son like that.” Lorraine 
described how she ruminated on the episode when she got home, going over the details in 
her mind again and again which lead to what she later found out was a panic attack. Since 
then, Lorraine has experienced higher levels of anxiety in social situations than she did 
previously, and in particular, situations in which she was talking to a person in authority, 
such as her doctor or anybody that she considered to be an authority figure, such as 
representatives from various companies who she would need to speak to on the phone, e.g. 
the gas company. Lorraine described how she would become so anxious that she would be 
unable to continue with the interaction and she would need to remove herself from the 
situation, for example, by hanging up the telephone. In situations where she was unable to 
leave, such as during hospital appointments, Lorraine would require support from someone 
else (e.g. her daughter) to deal with the doctors questions. Lorraine described feeling 
“flustered, shaky and hot” during these interactions and experiencing racing thoughts about 
being judged, laughed at and appearing stupid to the other person.   
3.3.2. Relevant Background Information  
Lorraine is the eldest of six siblings and described a close relationship with them, both in 
childhood and as an adult. Lorraine had a good relationship with her mother but reported 
that her relationship with her father was inconsistent. There were times when they were 
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closer but she often felt that he did not show her the affection that she needed. As a young 
girl, Lorraine was often compared to her siblings who were more outgoing and “bubbly” 
compared to her shy and quiet nature. She recalls how her father and grandmother would 
sometimes tell her that she should be more like her siblings and how she was sometimes 
denied treats because her shyness was misperceived as her being a “bad girl” who did not 
want to talk to anybody. At school Lorraine did not have friends and was often teased for 
being quiet and therefore preferred to keep herself to herself. She also recalled how she never 
received any praise or encouragement from her teachers unless she “got things absolutely 
right,” and her efforts were never recognised unless the outcome was what was expected of 
her by her teachers.  
Lorraine left school at the age of 15 without any qualifications and went on to work in a 
number of different jobs, including working in a shop and a cinema, but found that she was 
not suited to them as it required her to interact with other people which triggered her anxiety. 
Lorraine finally settled into a job at a local laundrette where interaction with other people 
was fairly minimal.  
Lorraine is divorced and has three grown up children: Michael (51), Jenny (48) and Susan 
(45) as well as a 3-year old granddaughter with whom she is close. She described her 
granddaughter as a “little ray of sunshine” who brightens up her week on the days she sees 
her.  Lorraine has a stable and consistent relationship with her two daughters and 
granddaughter; however, she described her relationship with her son as being more strained 
and a source of worry for her. Michael has been in and out of prison and has caused ongoing 
problems for Lorraine throughout his life and she described feelings of shame because of 
some of the things he has done.  
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Lorraine does not have much of a social network and prefers the company of her immediate 
family to friends. She currently lives with a male friend, Chris, who offers her support and 
companionship but she has not had an intimate relationship since her divorce from her 
husband when her children were younger.  
Following the assessment it was apparent that there were several broader triggers to 
Lorraine’s anxiety (e.g. relationship with her son), however, she reported that the area that 
caused her the most distress, and the area she wanted help with, was being able to manage 
her anxiety when talking to people in authority, either in person or on the telephone.  Her 
motivation for this was to gain some independence and not have to rely on her family to help 
her complete certain tasks.   
3.3.3. Goals  
Lorraine identified three key goals for therapy: 
1. To develop a better understanding of her anxiety  
2. To develop healthy strategies to manage her anxiety better 









Table 3.1: Details of the assessment phase which comprised the baseline (Phase A) of the 
experimental design 
Sessions Components and objectives 
 
 
Assessment (Phase A) 
 
Session 1 (week 1) 
 
- explore presenting difficulties, identifying main concerns and 
prioritise  according to client’s wishes 
- facilitate engagement and establish therapeutic relationship 
- gather relevant background information 
- discuss how to identify/monitor changes over time and establish 
goals for therapy 
- development of self-monitoring (SUDS ratings, sessional 
outcome measures). 
 
3.4. Theoretical Models 
Research evidence suggests that the most efficacious intervention for the treatment of social 
anxiety is a combination of cognitive therapy (CT) and exposure (Clark et al, 2006; Rapee, 
Gaston & Abbott, 2009). In their study, Clark et al. (2006) found that CT and exposure were 
consistently superior to exposure alone on a variety of social anxiety measures. Moreover, 
the findings showed that fewer exposure exercises were required when combined with CT 
due to the added benefits that CT offers, such as framing exposure as a behavioural 
experiment, elimination of safety behaviours (any behaviour performed by the individual to 
reduce or minimise the anxiety experienced in an anxiety provoking situation; Salkovskis, 
1991) and demonstrating that self-focused attention, safety and avoidance behaviours seek 
to maintain anxiety (Penney & Abbott, 2014). Similarly, Rapee et al. (2009) found that 
enhanced CBT, which included both cognitive (i.e. cognitive restructuring) and behavioural 
(i.e. exposure) components, had better outcomes than traditional CBT which focused solely 
on cognitive elements.  
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The theoretical framework used in this case is based on the model of social anxiety 
developed by Clark and Wells (1995) which draws upon earlier theories of anxiety, such as 
those developed by Beck, Emery and Greenberg (1985) and Salkovskis (1991), and seeks to 
explain why social anxiety persists even with repeated exposure to social situations (see 
Figure 3.1).  
 
Figure 3.1. The Cognitive Model of Social Anxiety (Clark and Wells, 1995) 
 
Clark and Wells (1995) posit that individuals develop assumptions and beliefs about 
themselves and their social world based on their early experiences. According to Clark and 
Wells, several key processes occur during a social situation, which arises from these 
dysfunctional assumptions, and seek to maintain social anxiety.  
First, once dysfunctional assumptions have been activated, the individual experiences 
negative automatic thoughts (NATS) about the perceived dangerousness of the situation 
resulting in a shift in the individual’s attention onto themselves and how they believe they 
are being perceived by other people in the situation (processing of self as a social object). 
This shift in attention often results in the individual missing potential positive social cues 
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from others as there is a tendency to only notice and remember responses from others that 
is in keeping with their internal view of themselves. Additionally, individuals may begin to 
experience somatic and cognitive symptoms of anxiety such as sweating, shaking and mental 
blanks, which causes further self-focussed attention. 
In order to try to minimise distress, individuals with social anxiety tend to engage in safety 
behaviours which can be either overt (e.g. avoidance) or covert (e.g. rehearsing what to say) 
in nature (Clark, 2001; Clark & Wells, 1995; Kim, 2005; Wells et al., 1995). These 
behaviours seek to maintain anxiety in a number of ways. For example, individuals may 
attribute a social success to their safety behaviour or by the individual inadvertently drawing 
more attention to themselves whilst engaging in the safety behaviour, and thus, reinforcing 
their beliefs about the “dangerousness” of social situations.  
Finally, it has been suggested by Clark et al. (1995) that people who experience social 
phobia spend a great deal of time reviewing what they think might happen before a social 
event (anticipatory anxiety) and then review their social interactions in detail once the event 
has past, a so called “post-mortem” of their social performance. These pre and post-event 
processes further exacerbate anxiety in the following ways: 
1) Anxiety is heightened prior to a social event by the individual ruminating on past 
“failed” experiences and therefore predicting another social failure will occur 
leading to avoidance altogether 
2) If avoidance does not occur, the individual is likely to be primed to focus on 
themselves already due to their anticipatory anxiety and ruminations 
3) During the “post-mortem”, the individual’s review of their social performance is 
dominated by their negative self-perception and therefore negatively biased in its 




Several formulations were developed with Lorraine during the course of therapy, which 
aimed at helping her to understand her anxiety better. Firstly, a cross-sectional formulation 
was developed using recent social situations that Lorraine brought to the session to help her 
see the link between her thoughts, feelings and behaviour. Socratic questioning was used to 
elicit the key cognitions and emotions experienced by Lorraine when she is talking to 
somebody in authority and the (safety) behaviours she engages in to minimise her distress, 
helping her to see how her anxiety was being maintained by these behaviours (see Figure 
3.2). It was felt that a cross-sectional formulation was an appropriate starting point to help 









Figure 3.2. A cross-sectional formulation of Lorraine’s anxiety (Padesky and Greenberger, 
1995) 
Once Lorraine had gained a better understanding of how her thoughts, feelings and 
behaviour were linked, we incorporated her early experiences into the formulation and how 
Situation 
Talking to the gas company on the 
phone 
Thoughts 
“I will say the wrong 
thing” 
“They think I am 
stupid” 
“I can’t cope” 
 
Behaviour 
Puts the phone down 









they may have contributed to the development of her beliefs about herself and the 
dysfunctional assumptions she held about being in social situations.   
Clark and Well’s (1995) cognitive-behavioural model of social anxiety was then used to 
formulate Lorraine’s difficulties (see Figure 3.3). Each aspect of this formulation is 
discussed in turn with the addition of Lorraine’s early experiences, which has been added to 

































Figure 3.3. Cognitive model of Lorraine’s social anxiety (Clark & Wells, 1995) 
Social Situation 
Talking on the phone to a person in authority 
Activates Assumptions 
If I speak to an authority figure I’m going to embarrass myself 
If I can’t answer their questions they will think I am stupid  
Perceived social danger (NATs) 
I won’t be able to cope 
I am going to sound stupid  
They will laugh at me 
I will get my words all jumbled up 
  
pp 
Processing of Self as a Social Object 
Thinks other person will sense anxiety over the phone, unable to 
concentrate on what they are saying, hears own voice and thinks she 
sounds stupid 
Somatic and Cognitive 
Symptoms 
Sweating, blushing, shaking, loss 
of concentration, memory blank 
Safety Behaviours 
Puts phone down, ignores phone 
ringing, asks Chris to take over 
Early Experiences 
Distant relationship with father, critical father & grandmother 
Unfavourable comparisons between her and her siblings who were described as 
“bubbly” and “outgoing” 
Isolated at school, teased for being quiet as a child 
Lack of encouragement from teachers, receiving praise only when Lorraine did 




Early experiences and formation of core beliefs and assumptions  
It is hypothesized that Lorraine’s childhood experiences might have led her to develop 
negative beliefs and assumptions about herself in relation to social situations and other 
people. Lorraine was often compared to her siblings by members of her family in an 
unfavourable manner and criticised for not being as outgoing as they were. Additionally, she 
was sometimes punished by being denied the same treats that her siblings received due to 
her shy nature, which was seen by her family members as being a negative trait, something 
that was also reinforced by her peers in the form of teasing at school.  
In addition to receiving criticism from her peers and family members, Lorraine also 
experienced a lack of encouragement from her teachers in relation to her academic 
performance at school and would only receive praise if she met her teachers’ high standards 
and expectations of her. It might be that Lorraine has internalised others’ critical view of her 
and developed negative core beliefs about herself in relation to other people and her social 
world, for example, “I am stupid,” “I cannot cope” and “other people are better than me.” 
Consequently, this may have led to dysfunctional assumptions around how she should and 
should not perform in social situations, e.g. “I must always get it right,” “if I say/do the 
wrong thing other people will judge me” or “If I talk to someone else I will embarrass 
myself.” It is possible that others’ high expectations of her have led Lorraine to believe that 
if she cannot do something perfectly, for example, making it through a social interaction 
without any mistakes (i.e. getting her words jumbled or asking for something to be repeated) 
then she should avoid it completely because the alternative is to engage in the interaction 






In particular, Lorraine’s dysfunctional assumptions are activated when talking to people who 
she considers to be in a position of authority. Lorraine’s view of what constitutes an authority 
figure is anybody who she might have to interact with in her day-to-day life other than her 
family members, e.g. doctors, shop assistants, utility company representatives etc.  
Most notably, Lorraine found it difficult to talk to people over the telephone and frequently 
brought examples to our sessions about difficulties she had that week in relation to this. 
Therefore, this example was used when formulating Lorraine’s anxiety with her and formed 
the basis of the intervention.  
Assumptions activated and NATs 
When Lorraine is faced with the possibility of having to talk to somebody on the telephone, 
her dysfunctional assumptions about that social interaction are activated (e.g. If I speak to 
an authority figure I am going to embarrass myself/If I cannot answer their questions they 
will think I am stupid). As suggested by Clark et al. (1995), Lorraine begins to anticipate a 
number of possible negative outcomes based on her previous experience of similar 
interactions, further increasing her level of anxiety and prompting negative automatic 
thoughts e.g. “I am going to sound stupid” and “they will laugh at me”. 
Processing of self as a social object 
As Lorraine experiences the NATs that accompany her anxiety, her attention shifts onto 
herself as she imagines how other people must be viewing her. For example, she reported 
believing that the person on the phone would be able to sense her anxiety and she imagined 
hearing her voice as they would hear it and thought she sounded “stupid”. In doing so, 
Lorraine was likely to miss any positive cues from the interaction, which would reinforce 
her beliefs further.  
99 
 
Somatic and cognitive symptoms  
Similarly, Lorraine noted that her “mind would drift” during the interaction and she would 
miss parts of the conversation which again sought to reinforce her beliefs about being 
“stupid” and “being judged for saying the wrong thing” as she would have to ask for 
questions to be repeated. At times, her somatic symptoms, such as sweating and blushing, 
would become so severe that she was only able to focus on the sensations in her body, 
fuelling further cognitive symptoms, e.g. reduced concentration and mind blanks, leading 
her to end the interaction immediately as she felt unable to cope.  
Safety behaviours 
Lorraine’s most commonly employed safety behaviour was avoidance. During instances in 
which she was on the telephone she would hang up and ask Chris to take over instead, which 
served to maintain her anxiety in a number of ways. Firstly, she was never able to engage in 
the social interaction from start to finish which would have demonstrated to her that she was 
capable of coping in such situations, and nor did she disconfirm the thoughts she had around 
what would happen during the interaction (e.g. being laughed at), which perpetuated her 
anxiety for future social interactions. Secondly, she reported frequently experiencing anxiety 
around upsetting the person she had hung up on and would be frightened in case they phoned 
her back to “have a go at her.” This would lead to her ignoring the phone every time it rang 
until a few days had passed. This post-event processing reinforces Lorraine’s beliefs that 







It was decided that Lorraine and I would meet on a weekly basis for 6-8 hour-long sessions 
during the intervention phase.  
As recommended by NICE (2013), the intervention was informed by Clark and Well’s 
(1995) social anxiety model. However, the structure of the adopted approach was somewhat 
flexible so as to fit with Lorraine’s level of understanding as well as within the limited 
timescale of which this piece of work was delivered (see Appendix D for a full outline of 
the intervention model as suggested by Clark & Wells, 1995).  
The aims of the intervention were: 
1) To increase Lorraine’s understanding of her anxiety and the factors that seek to 
maintain it.  
2) To help Lorraine make sense of her early experiences and the way in which they 
might be influencing her assumptions and core beliefs in social situations.  
3) To use within-session and between-session behavioural experiments to challenge her 
negative thoughts about her performance in social situations in order to modify her 
way of thinking. 
4) To equip Lorraine with coping strategies to manage her anxiety better in the absence 







Table 3.2. Details of the CBT work completed during the intervention phase (Phase B) of 
the experimental design 
Sessions Components and objectives 
 
 
Intervention- Phase B 
 








 - psychoeducation around social anxiety including; fight or flight 
response, vicious cycle of anxiety, aetiology of social anxiety and a  
component on panic and panic attacks.  
 
Session 3 
- socialisation to the CBT model including exploration of the  
relationship between thoughts, feelings and behaviours 
- development of cross-sectional formulation using examples brought 
to the session by Lorraine 
- exploration of maintaining factors (safety behaviours) 
Session 4 
- development of a formulation using the social anxiety model (Clark 
& Wells, 1995) 
- dysfunctional assumptions and core beliefs identified and explored 
in the context of the current difficulties linking in with early 
experiences 
- introduction to anxiety management techniques (distraction, 
diaphragmatic breathing and mindfulness/relaxation)  
Session 5 
- continued practice of anxiety management techniques  
- role play telephone call in session with feedback to Lorraine 
- included manipulation of self-focused attention and safety 
behaviours during role play e.g. focus on self during first role play 
and notice level of anxiety, then focus on therapist during second role 
play and notice shift in level of anxiety 
- further exploration of negative automatic thoughts  
- thought challenging  
- behavioural experiment designed to challenge negative thoughts 





- review of behavioural experiment including ratings of anxiety pre 
and post experiment 
- identifying patterns of behaviour and thinking before and after the 
behavioural experiment 
- identifying advantages and disadvantages of thinking in this way 
- second behavioural experiment planned (see Appendix F) 
Session 7 
- review of second behavioural experiment including ratings of 
anxiety pre and post experiment 
 - exploration in the shift in Lorraine’s way of thinking between the 
two behavioural experiments 
- formulation re-visited and development of alternative formulation 
Session 8 
- review of our work together 
- review of links made between thoughts, feelings and behaviours 
- review of skills learnt 














3.7.1. Design  
In order to evaluate the effectiveness of the intervention conducted with Lorraine, a single-
case experimental design (SCED) was used. The aim of the SCED is to measure a specific 
outcome (dependent variable) at many different time points in order to assess change over 
time, and specifically, whether an intervention (independent variable) has been successful 
(Kinugasa, Cerin & Hooper, 2004).  
In this particular case, an A-B methodology was adopted which involves repeated 
measurement of the conditioning data through phases A and B of the study. Phase A 
represents the baseline phase in which the intervention to be evaluated is not present, and 
Phase B involves the introduction of the intervention so that changes in the data can be 
examined (Campbell, 1969).  
The A-B design is the most basic single-case experimental design and does have a number 
of limitations in its use (Barlow & Hersen, 1984). It is not entirely possible to determine a 
causal relationship between the intervention and the outcome measures due to other 
confounding factors that might have had an influence (e.g. maturation, concurrently 
occurring events etc.), and therefore, it is said to lack internal validity (Campbell, 1969). 
Nevertheless, it was felt that the A-B design was the most appropriate design for this case 
as it is quick and efficient to implement and it does not have the same ethical and practical 
considerations as some of the more robust SCEDs. Other designs were considered but felt 
not to be appropriate due to these considerations. For example, an ABA design in which the 
intervention is withdrawn in order to determine causality would be difficult to implement 
due to the nature of a CBT intervention in which skills are learnt and consolidated, and 
therefore cannot be unlearnt. Additionally, it could be considered unethical in some cases to 
withdraw an intervention that is alleviating a person’s distress.  Similarly, a multiple baseline 
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design was considered but due to the limited time available to deliver the intervention to 
Lorraine it was not feasible on this occasion.  
3.7.2. Data Collection  
In discussion with Lorraine it was felt that completing SUDS ratings daily was the most 
appropriate method of obtaining a measure of her anxiety as it required minimal effort and 
was simplistic in nature. It was recognised that Lorraine’s anxiety might fluctuate 
throughout the day due to various factors and so she was asked to record the average level 
of anxiety she experienced each day. Whilst most SUDS ratings are measured on a scale of 
0-100, Lorraine found it difficult to rate her anxiety on such a broad scale and, as such, a 
Likert-scale of 0-10 was used instead (see Appendix C). Lorraine completed 7 SUDs ratings 
during the baseline phase and 43 SUDS ratings during the intervention phase. In addition to 
SUDs ratings, Lorraine completed the SPIN at the end of each session, which consisted of 













3.8.1. Visual inspection of the data 
The first stage of analysis in SCEDs is a visual inspection of the time-series data set. Figure 
3.4 shows Lorraine’s SUDs rating across the baseline and intervention phases.  
 
Figure 3.4. Lorraine’s average level of anxiety across the baseline (Phase A) and 
intervention (Phase B) phases. 
From visual inspection of the data there appears to be a decrease in Lorraine’s reported 
anxiety levels between the baseline and the start of the intervention. Lorraine’s SUDs ratings 
further decrease over the course of the intervention where her lowest anxiety ratings can be 
observed in the final stage of the intervention. However, there are a number of days across 
the intervention where her anxiety increases again. In particular, between Days 29-32 
Lorraine’s anxiety increased to similar levels that were observed during the baseline phase, 
which has been attributed to the planning and completion of the first behavioural experiment 
in which Lorraine made a telephone call to a magazine company to ask if she could be 
removed from their mailing list. When reviewing the behavioural experiment in a later 



































stated that she spent a lot of time ruminating on it. It is therefore likely that what she 
experienced was anticipatory anxiety in relation to the telephone call, which subsided 
somewhat afterwards. In her own words, Lorraine described how the anxiety “melted away” 
as soon as she had finished her telephone call. Following the behavioural experiment a 
gradual decrease in her anxiety can be seen. Most notably, Lorraine’s anxiety is considerably 
lower in the lead up to, and the day of, the second behavioural experiment compared with 
the first (days 29-32 and 36-38, respectively), which could be an indication that she was 
experiencing less anticipatory anxiety about the second behavioural experiment following 
the success of the first. 
While visual inspection of the data shows an improvement in Lorraine’s anxiety ratings 
during the intervention phase, it has been argued that this method alone may not be sufficient 
to draw conclusions about the effectiveness of the intervention. Visual inspection alone runs 
the risk of producing Type 1 errors (inferring an effect when there is none) particularly if 
the effects are small to medium (Todman & Dugard, 2001). In addition, there is often great 
variability in agreement between different judges on the same dataset as to whether an 
intervention has been effective, making it an inaccurate and unreliable method at times 
(DeProspero & Cohen, 1979; Yamada, 1998). Therefore, in addition to visual inspection of 
the data it has been suggested that statistical analysis be carried out as well.  
3.8.2. Time series data analysis 
There are a number of methodologies that are suitable for analysing single case time-series 
data sets (Borckardt, Nash, Murphy, Moore, Shaw & O’Neil 2008; Kinugasa et al, 2004; 
Robey, Schultz, Crawford & Sinner, 1999), however, the properties of the dataset must be 
considered first when selecting an appropriate method. First, the baseline data should be 
examined for changes in either level (mean of the data points within a phase) or trend (slope 
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of the best-fitting straight line), which allows one to describe the observed pattern of the 
data and, thus, for reasoned predictions to be made about the expected outcome should no 
intervention be introduced (Kratochwill et al, 2010).  
A regression analysis of the baseline data revealed that the slope of the baseline in this case 
is not statistically significant, F=1.126 (df=1, 5), p=0.33, and therefore, the trend of the 
baseline has been modelled around the median as it provided the best fit for the variation in 
the data. That is, there was a near equal split of data points above and below the median line 
(see Figure 3.5).  
 
   Figure 3.5. Graph depicting the baseline end modelled around the median. 
Another important characteristic of time-series data sets that needs to be considered before 
choosing an appropriate statistical test is whether or not the data is auto-correlated. 
Typically, time-series data sets are auto-correlated meaning that each observation in the 
series depends on the value of one or more of the immediately preceding observations. It is 
therefore not appropriate to use conventional parametric and non-parametric analyses with 


































other (Borckardt et al, 2008). In most single-case designs an auto-correlation of lag-1, where 
the first data point is paired with the second, the second with the third and so on, is sufficient 
to determine whether successive values in a data series are correlated or not (Kazdin, 1984). 
The time-series data in this case shows an auto-correlation of r(t, t-1)=-0.239, and therefore, 
conventional statistical analyses are not suitable. A test of non-overlapping pairs using the 
median was considered to be the most appropriate method of statistical analysis instead, as 
this method calculates significance values based on exact permutation testing and is 
therefore robust to small sample sizes. Furthermore, it has been demonstrated to be robust 
to auto-correlation of up to 0.5 and is sensitive to level making it suitable for data in which 
the baseline does not show an upward or downward trend (Manolov, Solanas, Sierra & 
Evans, 2011; Parker, Vannest, Davis & Sauber, 2011). 
Table 3.3. The median and interquartile range for the data across the baseline and 
intervention phases 
 
As can be seen from Table 3.3 the median value of 8 for the baseline decreased to a value 
of 5 in the intervention phase, similarly there was also a smaller range of scores in the 
intervention phase as compared to the baseline. The results of this statistical method 
demonstrated that Lorraine’s SUDS ratings were significantly lower in the intervention 
phase compared to the baseline phase (p=<0.001), and therefore, an intervention effect has 
been established.  
In addition to completing SUDS ratings for her anxiety, Lorraine also completed the SPIN 
at the end of each session. For the purpose of seeing whether there was a statistically 
Phase Median Interquartile range 






significant change in Lorraine’s SPIN scores by the end of the intervention, only her pre and 
post-intervention measures have been analysed (see Figure 3.6). The aim of this analysis 
was simply to determine whether Lorraine’s symptoms had reduced in severity following 
the end of intervention and so it was only necessary to compare her pre and post-intervention 
scores on this measure. However, further exploration of individual SPIN scores might have 
yielded important information relating to changes in Lorraine’s symptoms at various points 
throughout the intervention, and is something to consider looking at in future.  
 
Figure 3.6. Lorraine’s Total SPIN scores pre and post-intervention. 
Using the procedures described by Jacobson and Truax (1991) the observed difference in 
pre-intervention score (63) and post-intervention score (43) is reliable at 95% confidence 
(RCI=-4.76; p=0.00) given the variability in the reference population (SD=9.40) and the 
test-retest reliability of the measure (0.89; Jacobson, Berns & McGlinchey, 1999). 
Accordingly, there has been a reliable and significant change in the post-intervention score 




























This report has presented the case of Lorraine, whose difficulties with social anxiety often 
left her dependent on other people to assist her with tasks that required her to talk to people 
in authority. Lorraine identified that she would like to understand her anxiety better, develop 
better anxiety management skills and to gain more independence in completing day-to-day 
tasks herself. A CBT intervention informed by Clark and Wells (1995) social anxiety model 
was used to support Lorraine in meeting her goals.  
Both statistical analysis and visual inspection of the data showed that the CBT intervention 
had a positive effect on Lorraine’s anxiety. Lorraine’s SUDs ratings were significantly 
reduced between the baseline and intervention phases, and, in addition, her scores on the 
SPIN reduced significantly and by the end of therapy her social anxiety fell within the 
bottom end of the severe range (clinical cut-off for severe range: 41-50).  Whilst this still 
appears to be a high score, it does demonstrate a marked reduction in the overall way that 
Lorraine felt about being in social situations. Moreover, qualitative feedback was obtained 
from Lorraine where she stated that she no longer “felt as nervous about speaking to people 
on the phone.”  
During therapy, Lorraine was better able to make sense of her experience with anxiety 
through the development and sharing of formulations within session. She came to 
understand that her current difficulties were a product of some of her earlier experiences 
growing up and she was able to change some of the beliefs she held about herself and others 
in social situations as a consequence. Moreover, Lorraine developed a toolbox of anxiety 
management techniques, which boosted her confidence in her ability to manage her anxiety 
in future.  
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Despite this positive outcome, the results of the statistical analysis and any conclusions 
drawn about the effectiveness of the intervention should be done so with caution. The 
simplistic nature of the A-B design makes it difficult to establish causality between the 
intervention and symptom improvement. Whilst there appears to be a clinical and statistical 
reduction in Lorraine’s anxiety following the intervention, we cannot rule out the possibility 
that this outcome is due to other concurrent factors. For example, Lorraine receiving support 
for her social anxiety outside of our sessions by family members e.g. through reading 
materials or developing different skills to those learnt in therapy, or by the natural passage 
of time (i.e. maturation).  
Similarly, one could argue that in coming to therapy Lorraine was already engaging in an 
ongoing behavioural experiment from the outset, even prior to the introduction of the CBT 
intervention. It was certainly evident that Lorraine’s anxiety decreased between the first and 
second session and even more so during subsequent sessions. Having successfully told her 
story to an “authority figure” without judgement or ridicule as she might have expected, it 
is possible Lorraine’s anxiety naturally reduced somewhat because of this. It is therefore not 
possible to attribute the observed outcome specifically to the CBT intervention.  
One possible way of addressing this limitation in future is to use a multiple-baseline design 
in which anxiety ratings to specific situations are evaluated over time, rather than recording 
an average daily rating as was the case in this study. By rating anxiety in specific situations 
it would be possible to draw firmer conclusions about the effects of the intervention on any 
observed changes in symptomology. It was not possible to employ such a design in this case 
due to time constraints, however, given a longer period of time with which to complete the 
work then this type of experimental design would be a more desirable method to establish 
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Appendix B – SUDs ratings 



















0    10 
On a scale of 0 (no anxiety) to 10 (the most anxious you have ever felt) please rate how anxious you 
felt at the end of every day. Give an average rating for the entire day. Please also include brief details 








Range and clinical cut-offs for SPIN scores 
Severity None Mild Moderate Severe Very Severe 
Score <20 21-30 31-40 41-50 51+ 
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• Manipulation of self-focused attention and safety behaviours (role play in session) 
• Helping clients to use feedback (video/audio feedback) 
• Attention training 
• Behavioural experiments 
• Managing anticipatory and post-event processing 
• Managing assumptions and negative automatic thoughts 













Appendix E – First behavioural experiment 
• Devised a behavioural experiment to challenge Lorraine’s dysfunctional assumptions 
around embarrassing herself when talking to a person in authority.  
• Target cognitions: “The other person will laugh at me” and “I won’t be able to cope 
with the interaction” 
• Alternative cognitions: ““I am good at talking on the phone” and “I am able to get 
through a phone call without help from other people.” 
The behavioural experiment involved Lorraine phoning up a catalogue company to ask to be 
removed from the mailing list so that she no longer received magazines in the post.  
Safety behaviours dropped: 
Lorraine was not allowed to hang up the phone during the interaction nor ask Chris to take 
over. 
HOWEVER 
She was allowed to write down what she intended to say on a piece of paper.  
Outcome:  
Successfully asked to be removed from the mailing list and demonstrated assertiveness when 
the catalogue representative asked if she would reconsider.  
Reflection:  
Lorraine reported that it wasn’t as difficult as she anticipated and she felt really proud of herself 





Appendix F – Second behavioural experiment 
• Devised a behavioural experiment to challenge Lorraine’s dysfunctional assumptions 
around embarrassing herself when talking to a person in authority.  
• Target cognitions: “The other person will laugh at me” and “I will get my words 
jumbled up.” 
• Alternative cognitions: ““I am good at talking on the phone” and “I am able to get 
through a phone call without help from other people and without having to write down 
what I want to say.” 
The behavioural experiment involved Lorraine phoning up the company that makes her tumble 
dryer to organise for a repairman to come out to fix it.  
Safety behaviours dropped: 
Lorraine was not allowed to hang up the phone during the interaction nor ask Chris to take 
over. 
AND 
She was not allowed to write down what she wanted to say on a piece of paper this time.   
Outcome:  
Successfully organised for a repairman to come out to fix her tumble dryer. She felt a little 
flustered when asked to retrieve certain information from the tumble dryer (e.g. serial number) 
but was able to calmly ask the representative to repeat the question and guide her. Lorraine 
paid attention to the tone of voice of the other person and felt confident they were not judging 






Lorraine reported that she felt really pleased for completing the phone call without having to 
rely on a piece of paper with her words written down.  It demonstrated to her that she is able to 
cope during interactions in which she has to think on her feet or generate what she wants to say 
without prior preparation. Moreover, she noticed the positive effects of focusing on the other 
person rather than herself and how that helps to reduce her anxiety rather than focusing on 


















CLINICAL PRACTICE REPORT FOUR: CASE STUDY 
_____________________________________________ 
4.1. Abstract 
Case: This report outlines the work with Michael*, a 32-year-old White British male with 
anxiety and chronic worry, who was referred to his local Community Mental Health Team 
(CMHT) following a deterioration of his mental health after the relationship he was in broke 
down. The assessment highlighted the frequency and severity of Michael’s worrying and the 
negative impact it was having on his ability to function day to day. Details provided by Michael 
indicated that he struggled with uncertainty and that he used worrying as a way to manage his 
anxiety.  
Formulation: Michael’s difficulties were formulated using the Intolerance of Uncertainty 
Model (IUM) developed by Dugas, Gagnon, Ladouceur and Freeston (1998), which seeks to 
explain how anxiety and worry is maintained by four key factors: intolerance of uncertainty, 
positive beliefs about worry, cognitive avoidance and poor problem orientation. Some tentative 
hypotheses about the origin of Michael’s anxiety and worry are made.  
Intervention: A CBT informed intervention based on the IUM (Dugas et al., 1998) was offered 
to Michael over a course of 12 hour-long sessions. The key intervention components included 
psychoeducation on anxiety and worry, acquisition of coping skills and exposure work aimed 
at increasing Michael’s tolerance of uncertainty whilst challenging his beliefs about worrying 
as a helpful strategy.  
Evaluation: Qualitative feedback provided by Michael suggested that he was using the skills 
he learnt during therapy with good effect, he was worrying much less and he was better at 
tolerating uncertainty. The use of formal outcome measures provided objective evidence for a 
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reduction in Michael’s overall psychological distress as well as a reduction in the severity and 
frequency of his worrying.  
 




















Michael, a 32 year-old White British male, was referred to his local Community Mental Health 
Team (CMHT) by Home Treatment in July 2017 following a period of depression with suicidal 
thoughts, which had occurred as a result of a relationship breakdown three months earlier. The 
referral stated that Michael had initially come into contact with mental health services after 
contacting his GP in May 2017 where he stated he was planning to end his life as he “could not 
carry on anymore,” which led to an urgent referral to Home Treatment. Michael remained 
under the care of Home Treatment for two months where he made good progress and it was 
decided that his needs could be met by the CMHT. Michael was first reviewed by the team 
psychiatrist within the CMHT and subsequently referred to Psychology for further assessment. 
The referral stated that Michael had responded well to his medication regime and his mood had 
improved significantly as a result, however, he was reporting difficulties with “excessive 
worrying” which was having a negative impact on his functioning.  
4.3. Assessment 
The initial assessment was conducted by a Clinical Psychologist to determine whether the 
referral was appropriate for the service. Following the assessment, Michael was placed on the 
psychology waiting list for four months before being allocated to the Trainee Clinical 
Psychologist for a piece of therapeutic work. Further assessment took place over two one-hour 
sessions and utilised a clinical interview to gather the relevant information about Michael’s 
presenting difficulties. During the first assessment session, Michael expressed a wish not to go 
over his background information again as he wanted to focus more on his current difficulties 
in the present context. Therefore, all background information presented below has been 




4.3.1. Presenting difficulties 
When assessed, Michael reported spending the majority of the day worrying about different 
scenarios that would enter his head. Often these worries would start from a single thought and 
“spiral out of control,” and only stop once he had exhausted all possible outcomes for that 
particular scenario. These scenarios usually started from a relatively minor event but would 
lead to Michael imagining the worst possible outcome. Michael gave an example of receiving 
a telephone call from his aunt stating she was going for a routine GP appointment and ended 
with Michael thinking about her funeral arrangements and how he would pay for it, which 
caused him great distress. Michael said that he would often resort to researching the internet 
for solutions to these imagined scenarios which took up a considerable amount of time. When 
experiencing these worrying thoughts, Michael reported finding it very difficult to concentrate 
on anything else, which was becoming problematic for him at work as he would resort to pacing 
up and down and go for walks to try and “clear his head.” Michael stated that once he had 
thought about all possible outcomes for the scenario in question and had thought about how he 
would handle each eventuality, he would feel relieved. However, Michael’s relief was often 
short-lived as either the thoughts would return or they would be replaced by another worrying 
scenario that warranted his attention. Additionally, Michael reported that he was having 
difficulties sleeping and felt tense and “on edge” most of the time making it difficult to relax 
and “switch off” in the evenings.  
4.3.2. Background Information  
4.3.2.1. Family history 
Michael is the middle of five siblings which includes three brothers and a sister. When he was 
four years old, Michael and his siblings were removed from his mother’s care by Social 
Services due to neglect. He described how his mother had her own mental health difficulties, 
including anxiety and depression, and would abuse alcohol and drugs on a daily basis.  Michael 
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was placed into the care of his maternal aunt whilst the rest of his siblings were taken into 
foster care where they reportedly experienced physical abuse. Compared with his siblings, 
Michael stated that he had a stable upbringing under the care of his aunt and is grateful to have 
had her as a “mother figure” growing up. He has always remained in contact with his biological 
mother although their relationship has been quite turbulent over the years. Michael stated that 
he did not know who his father was growing up as his mother had separated from him before 
she knew she was pregnant with Michael, however, he has recently learnt who he is through a 
mutual friend but expressed no interest in meeting him.  
4.3.2.2. Education and Employment 
Michael reported that he enjoyed school and had a number of close friends during his time 
there. He left school at the age of 16 with several exam qualifications and went on to complete 
an NVQ in Business Administration. Michael’s previous employment includes working in a 
call centre and setting up stages for large events at the NEC. Michael now works for an online 
sales company and has worked for his current employer for the last four years. Michael stated 
that his job can be “quite stressful” at times but that he “enjoys working there on the whole.” 
His employers were supportive of him when he had to take a leave of absence while he 
recovered from his “mental breakdown” and have remained supportive throughout his return 
to work.  
4.3.2.3. Relationships  
Michael has a 12-year old son from a relationship he was in at the age of 19 who he sees three 
times a week. He has had several other relationships of varying lengths since separating from 
the mother of his child, and most recently was in a relationship with a male partner who he had 
been with for four years. However, this relationship broke down in April 2017 after Michael 
discovered his partner had been unfaithful. Michael had hidden this relationship from his 
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family and friends as he believed they would disapprove of him being in a homosexual 
relationship and since he had nobody to confide in when the relationship ended, his mental 
health deteriorated which led to his contact with mental health services.   
4.3.3. Onset of Michael’s Current Difficulties   
Michael reported that he has experienced anxiety and worry since childhood which he was able 
to manage well until recently. He described how his worrying became significantly worse after 
the breakdown of his relationship and he was no longer able to control his racing thoughts, 
which became so overwhelming for him that he began to have thoughts of ending his life.  
4.3.3.1. Michael’s description of his worrying 
When exploring the nature of Michael’s worrying it became apparent that he struggled with 
any situation that he did not feel prepared for. Michael stated that he frequently avoided going 
out with friends or to family gatherings as the anxiety he experienced over not knowing exactly 
what was going to happen was too much for him to tolerate. Similarly, any time there was a 
change to his routine at work or in his personal life Michael would become highly anxious 
which he would then compensate for by worrying about the situation until he felt better.  
Michael reported that worrying helped him to feel prepared for all outcomes in a given situation 
and brought him relief. Additionally, Michael believed that if he did not worry then “the worst 
might happen” and he “would not be prepared for it.” Michael reported that he was always 
tense and “on edge” because of his worrying and he often found it difficult to sleep which 
further exacerbated his difficulties.  
In addition to the clinical interview, Michael completed the following measures to monitor 





4.4.1. Penn State Worry Questionnaire (PSWQ; Meyer, Miller, Metzger, & Borkovec, 
1990) 
The PSWQ is a 16-item self-report questionnaire designed to measure the tendency to worry 
on a 5-point Likert scale, where one is “not at all typical of me” and five is “very typical of 
me.” The PSWQ is one of the most commonly used measures of worry severity and was 
selected as the measure of choice for this case as it has shown robust psychometric properties 
for both clinical (Brown, Antony & Barlow, 1992, Webb et al., 2008) and non-clinical adult 
samples (Knight, McMahon, Skeaff, & Green, 2008; see Appendix A).  
Michael’s pre-therapy score of 61 fell within the “high worry” category. 
4.4.2. Clinical Outcomes in Routine Evaluation - Outcome Measure (CORE-OM; Evans 
et al., 2002) 
The CORE-OM is a 34-item self-report questionnaire that is routinely used to measure 
outcomes within the CMHT. Individuals rate each statement on a 5-point Likert scale ranging 
from 0 (not at all) to 4 (most or all of the time) with regards to how they have been feeling over 
the last week. The CORE-OM measures four domains: subjective well-being, symptom 
severity, everyday functioning and risk. Once scored, the measure provides an indication of the 
current level of psychological distress experienced by the individual (See Appendix B).  








4.5. Goals for Therapy  
Following the assessment, Michael identified three goals for therapy: 
1) To develop a better awareness and understanding of anxiety   
2) To develop better coping strategies to manage his worries/anxiety  
3) To spend less time worrying 
4.6. Theoretical framework  
Whilst Michael had not received a formal diagnosis of an anxiety disorder when he was referred 
to the psychology service, his symptoms and subjective experiences with what he described as 
“constant worrying” that would “spiral out of control” appeared to fit within a Generalised 
Anxiety Disorder (GAD) presentation. According to the Diagnostic and Statistical Manual of 
Mental Disorders (5th Ed; DSM-5), GAD is characterised by excessive and uncontrollable 
worry about a range of events or activities which interferes with a person’s daily functioning 
(American Psychiatric Association, 2013). Furthermore, it has been suggested that in GAD, 
the focal point of anxiety tends to be transient with worries shifting according to current life 
stressors and encounters with worry triggers (Butler, 1994; Stapinski, Abbott & Rapee, 2010). 
It is this transient nature of worry which differentiates GAD from other anxiety disorders in 
which worry and/or anxiety occurs in very specific situations e.g. in social situations or in 
relation to one’s health. From Michael’s description of his worrying, it appeared that his worry 
was not isolated to one specific area, but rather encompassed a broad range of situations, 
therefore, providing further evidence of possible GAD.   
Several models of GAD have been developed, each emphasizing different factors in the origin 
and maintenance of anxiety. Some emphasize the role of cognitive avoidance (i.e., Borkovec, 
Alcaine & Behar, 2004), whereas others focus on the function of metacognitive beliefs 
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(i.e., Wells & Carter, 2001) or highlight the role of emotion dysregulation (i.e., Mennin, 
Heimberg, Turk & Fresco, 2002) in maintaining anxiety (Dugas et al., 2007). 
Michael’s difficulties have been formulated using the Intolerance of Uncertainty model (IUM) 
developed by Dugas, Gagnon, Ladouceur and Freeston (1998). It was felt that this particular 
model accurately captured Michael’s experiences of worry as described by him during the 
assessment, and was therefore thought to be the most useful model in helping him better 












Figure 4.1. The Intolerance of Uncertainty Model of Generalised Anxiety Disorder (Dugas et 
al., 1998). 
Dugas et al., (1998) suggest that at the core of GAD is an intolerance of uncertainty. According 
to the model, individuals with GAD find uncertain or ambiguous situations “stressful and 
upsetting” (Dugas & Koerner, 2005) and experience chronic worry in response to such 
situations (Behar, DiMarco, Hekler, Mohlman & Staples, 2009). In addition, individuals with 
GAD tend to hold a set of beliefs about worry that promotes worrying and leads to an increase 
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in anxiety. For example, it is common for individuals with GAD to believe that worrying is 
advantageous to them as it helps them to feel prepared and to stop bad things from happening 
(Borkovec & Roemer, 1995; Davey, Tallis & Capuzzo, 1996). These positive beliefs about 
worry are often negatively reinforced by the non-occurrence of the feared outcome (Dugas et 
al., 1998). Moreover, this worry, along with its accompanying feelings of anxiety, leads to 
negative problem orientation and cognitive avoidance, both of which serve to further maintain 


















Two formulations were developed with Michael during the course of therapy which aimed at 
helping him to understand his anxiety better. Firstly, a cross-sectional formulation was 
developed using situations that Michael brought to the sessions to help him see the link between 
his thoughts, feelings and behaviour. It was felt that this was an appropriate starting point for 













Figure 4.2. A cross-sectional formulation of Michael’s anxiety (Padesky and Greenberger, 
1995) 
 
The IUM (Dugas et al., 1998) was then used to formulate Michael’s anxiety using a situation 
he brought to the session in order to highlight the role of different factors in maintaining his 
anxiety (see Figure 4.3). Each of these factors are discussed below with the addition of 




Aunt phones to inform him of her 
GP appointment. 
Thoughts 
“It might be serious” 
“What if she dies?” 
“I will have to arrange the 
funeral” 
“How will I manage?” 
 
Behaviour 







































Figure 4.3. Cognitive formulation of Michael’s anxiety (based on the Intolerance of 
Uncertainty model of GAD, Dugas et al., 1998)  
                                  Situation 
Michael’s car goes in to the garage to get the brakes fixed. 
 
“What if they find other problems?”  
“What if they phone to say my car is 
a write-off?” 
“What if I can’t get to work and get 
fired because I don’t have a car?” 
“What if I can’t pay my rent?” 
“What if I become homeless?” 
 
     Beliefs about worry 
      “Worrying helps me be prepared” 
“Worrying stops the worst from happening” 
WORRY 
Cognitive Avoidance 
Michael tries to distract 
himself from his thoughts 
by researching new cars 
online and looking up 
financing deals so that he is 






Michael underestimates his 
ability to cope with the 
possibility of his car being a 
write-off. 
Michael believes he will be too 
overwhelmed to deal with the 
possibility of his car being a 
write-off unless he is prepared 
for it already.  
Michael overestimates the 
seriousness of the situation. 
          Anxiety 
Heart rate increases, 









     What if…? 
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Early life experiences  
As Michael had expressed a wish to focus on the present context of his difficulties and did not 
want to explore his early life experiences and how they might have contributed to his current 
difficulties, the following hypotheses are very tentative and are not based on discussions held 
with Michael during therapy.  
Michael’s mother had mental health difficulties of her own, including anxiety, and it is possible 
that Michael inherited a predisposition for anxiety from her, which was triggered by certain 
events in his childhood. For example, Michael experienced neglect from a young age and this 
could have led to feelings of helplessness due to a lack of control over his situation. It might 
be that Michael learnt from an early age that his world contained lots of uncertainty (e.g. lack 
of routine, inconsistent parenting, inconsistent boundaries) which came to be associated with 
negative outcomes, reinforcing the belief that uncertainty is something to be feared. As Michael 
got older, it is possible that he compensated for his lack of control over his world by worrying 
about different situations, thereby generating possible solutions to his perceived problems. In 
doing this, Michael might have developed a sense of control over his world, which increased 
his certainty about the world around him, leading to the development of his belief that worrying 
is helpful.  
Additionally, there is evidence of a relationship between a poor attachment to one’s primary 
caregiver and anxiety (Bowlby, 1982). Bowlby (1982) suggests that if a child has a primary 
attachment figure who is repeatedly unavailable, this could result in the formation of an 
insecure attachment base with that caregiver. As a result, the child may develop mental models 
of the world as a dangerous place and could lead to the overestimation of the probability and 
severity of feared events and an underestimation of coping resources (in Borkovec & Newman, 
1998). It is likely that Michael may have had some attachment difficulties with his mother due 
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to her emotional and physical unavailability when he was a small child, which might have 
contributed to the development of more threat-oriented schemas about the world around him.   
Intolerance of Uncertainty 
When Michael is faced with a novel or unanticipated situation he finds it difficult to cope with 
the anxiety he experiences as a result of not knowing what the outcome will be. Michael’s 
intolerance of uncertainty leads to a series of “what if…” questions about the situation in 
question, which further perpetuates his anxiety about that situation. These “what if” questions 
lead to an increase in negative thoughts in which Michael begins to worry about various 
different scenarios or outcomes related to the initial triggering event, for example, his car going 
into the garage for repair.  
Positive Beliefs about Worry 
Michael’s positive beliefs about worry (i.e. “worrying helps me to feel prepared” and 
“worrying stops the worst from happening”) leads him to view it as a helpful coping strategy 
to manage uncertain situations more effectively, and thus, alleviates his anxiety. However, 
more often than not, Michael’s feared outcome does not occur which he falsely attributes to his 
worry process, which reinforces his belief that worrying is a helpful strategy to him. 
Furthermore, Michael believes that if he did stop worrying then he would not be able to deal 
with a negative outcome should it occur, which again, reinforces worrying as a helpful strategy.   
Poor Problem Orientation 
In addition to his intolerance of uncertainty and positive beliefs about worry, Michael also 
underestimates his ability to cope with potential problems that might occur. Michael’s doubts 
about his ability to problem solve further reinforces his belief that worrying is useful as it allows 
him to feel prepared for any and all eventualities, thus, allowing him to feel in control and less 
anxious. However, because Michael attributes positive outcomes with having explored all 
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possibilities through worrying, he is not able to learn that he can in fact cope with problems 
that he might face in the absence of worrying.  
Cognitive Avoidance  
When anxious, Michael reports that he would often pace up and down to try and manage his 
racing thoughts, however, this was not always successful and often led to an increase in the 
physical symptoms of anxiety which would fuel more anxious thoughts creating a vicious 
cycle. Another strategy that Michael utilised when he was worried about something was to 
engage in research on the Internet to help identify solutions to his potential problem. These 
activities are akin to “safety behaviours” (Salkovskis, 1991) and are intended to avert identified 
threats, however, they further exacerbate and maintain anxiety by the association that forms 
between the immediate reduction of his anxiety in the short-term and the eventual non-




















Treatment of GAD based on the Intolerance of Uncertainty Model (IUM; Dugas et al., 1998) 
revolves around the central theme of developing an increased tolerance for, and acceptance of, 
uncertainty (Rocbichaud & Dugas, 2006). Rocbichaud et al. (2006) suggest the following 
specific treatment components: (1) self-monitoring, (2) education regarding intolerance of 
uncertainty, (3) the evaluation of worry beliefs, (4) improving problem-orientation, and (5) 
processing core fears. A number of randomized controlled trials (RCTs) have evaluated the 
IUM-based treatment for GAD in individuals (Dugas & Robichaud, 2007; Gosselin, 
Ladouceur, Morin, Dugas, & Baillargeon, 2006; Ladouceur et al., 2000) as well as groups 
(Dugas et al., 2003), with the results supporting the clinical efficacy of the IUM-based 
treatments for GAD relative to wait-list control conditions (Dugas et al., 2003; Dugas & 
Robichaud, 2007; Ladouceur, Dugas, et al., 2000). Additionally, Dugas & Robichaud (2007) 
have found that IUM-based treatments for GAD resulted in clinically significant improvements 
in worry and anxiety relative to a wait-list control and applied relaxation, providing strong 
support for the utility of this type of intervention.  
In particular, intolerance of uncertainty has been found to be the most important factor in the 
maintenance of worry-based anxiety (Dugas et al., 2007), and in collaboration with Michael, it 
was decided that the focus of the intervention would be to increase his tolerance of uncertainty 
whilst modifying his belief that worrying is a helpful strategy to him. Further goals that Michael 
wanted to work towards included understanding his anxiety better and developing healthier 
coping strategies to manage future anxiety.  
When delivering CBT interventions for anxiety, NICE (2011) recommends at least 12-15 hour-
long sessions. It was decided that we would meet on a weekly basis for 12 sessions followed 
by a review session at the end of therapy.  
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The aims of the intervention were: 
1) To increase Michael’s understanding of his anxiety and worry and the factors that 
seek to maintain it 
2) To increase Michael’s tolerance of uncertainty 
3) To help Michael challenge his beliefs about the usefulness of worrying 
4) To equip Michael with coping strategies to manage his anxiety and worry better in 
future  
Overview of the Intervention 
Session 1-2 
Further assessment  
Further information relating to Michael’s presenting difficulties was gathered during these 
sessions in order to identify his main concerns and establish his goals for therapy.  Michael’s 
experiences with anxiety and worry were explored in detail to elicit the affective, physiological, 
cognitive and behavioural factors related to his anxiety. Additionally, Michael completed the 
CORE and the PSWQ at the end of the assessment session.  
Session 3 
Psychoeducation  
Michael was offered psychoeducation around anxiety and worry to help him understand the 
cause and maintenance of anxiety including the fight or flight response and the vicious cycle 
of anxiety. Michael reported that he found the information on the fight/flight response 




Session 4-6  
Socialisation to the CBT model and Self-Monitoring 
Michael was introduced to the CBT model and was provided with the rationale for using this 
approach to treat his anxiety difficulties. Cross-sectional formulations were used to explore the 
link between his thoughts, feelings and behaviours using examples he brought to the sessions. 
Michael also completed a thought diary between sessions to help him identify both internal 
(e.g. thoughts images, bodily sensations) and external cues to his anxiety and worry, which 
enabled him to see patterns to his anxiety.  
Following this, we began developing a formulation using the specific GAD model by Dugas et 
al., (1998), which helped Michael understand the role that his intolerance of uncertainty and 
positive beliefs about worrying played in the maintenance of his anxiety. Completing this 
formulation together was an important step in helping Michael understand the areas of 
difficulty that the intervention would target and the rationale for this.  
Session 7 
Coping skills 
Michael was introduced to a range of anxiety management techniques which he practiced in 
the session and included progressive muscle relaxation, diaphragmatic breathing and 
mindfulness. The aim of this was to help Michael to develop strategies that he could utilise to 
manage his anxiety better and to prepare him for the next phase of the intervention, which 
involved exposing him to his feelings of anxiety. Michael reported that mindfulness was the 
most helpful skill as he was able to utilise it more easily than the others and reported that it 
helped to keep him focussed on the present which prevented him from worrying during the 




Exposure work  
The remainder of the sessions involved exposure work in which Michael completed a number 
of behavioural experiments aimed at increasing his tolerance of uncertainty and challenging 
his positive beliefs about worry. The behavioural experiments tended to relate to situations in 
Michael’s life that were ongoing and therefore provided a good opportunity to practice the 
exercises in a meaningful way. For example, Michael was experiencing some changes at work 
regarding his workload and responsibilities, so much of the work he did centred on his worries 
about work.   
Challenging Positive Beliefs about Worry  
In order to challenge his belief that worrying was helpful to him, Michael was asked to 
complete an exercise over one week where he was asked to alternate “Worry Up” days, in 
which he was free to worry as much as he wanted, and “Worry Down” days, in which he was 
asked to postpone his worry and to practice mindfulness to help keep him present focused. 
Michael was asked to take note of what he did, how anxious he felt and the success of each of 
the “Worry Up” and “Worry Down” days to discuss and compare during the next session. Prior 
to starting the exercise, Michael was asked to rate how strongly he believed that worrying was 
helpful to him on a scale of 0-100%, where 0% is “not at all helpful” and 100% is “extremely 
helpful.” Michael rated his belief as 90% indicating that he very much believed that worrying 
was helpful to him.  
On the days where he did not worry, Michael reported that he felt less anxious, was more 
productive at work and found that “nothing bad happened” as a result of not worrying that day. 
Conversely, Michael reported that his anxiety was higher on the days that he did worry and he 
was not able to get as much work done due to being so distracted by his worrying thoughts.  
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After just one week of completing this exercise Michael’s belief that worrying was helpful to 
him began losing strength and he re-rated it as 25% when we reviewed the outcome of the 
exercise.  
Increasing Tolerance of Uncertainty  
In order to help Michael increase his tolerance of uncertainty, he first made a list of all the 
behaviours he engages in to help alleviate his anxiety in uncertain situations. Michael identified 
the following behaviours: procrastinating at work, avoiding delegating to others, avoiding 
social situations in his personal life and trying to problem solve as soon as a (potential) problem 
arises.  
Michael was then asked to practice acting “as if” he was tolerant of uncertainty between 
sessions any time a situation occurred where he would normally use one of the strategies above. 
For example, during one session, Michael stated he had received a text from a colleague that 
morning asking him to sign some paperwork to ensure they were paid on time. Michael was on 
annual leave and due to return to work the next day. Ordinarily, Michael would have gone into 
work on his day off to do what was asked of him because he would feel too anxious about the 
potential consequences of postponing it. However, this time Michael was prepared to postpone 
the task and challenged his thoughts about the potential outcome of not signing the paperwork 
straight away. In doing this, Michael started to learn to tolerate some uncertainty and was able 
to prove to himself that it was bearable. Moreover, completing exercises like this showed 
Michael that nothing catastrophic came of delaying tasks and/or putting the worries aside to be 
dealt with at a more appropriate time.  
Over the course of the remaining sessions, Michael continued to challenge his beliefs about 
worry as well as practicing acting “as if” he was tolerant of uncertainty until both started to 
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become a natural response when a situation arose that would previously have caused him to 
feel very anxious, and consequently, to worry uncontrollably.  
Session 13 
Review and ending session  
We spent a session reviewing the skills that Michael had developed over the course of therapy 
and the progress that he had made. Additionally, Michael completed the CORE and the PSWQ 
again so that his pre and post-therapy scores could be compared to determine the level of 















4.9. Outcome evaluation 
The effectiveness of the intervention was evaluated using both qualitative and quantitative 
data.  
4.9.1. Qualitative Feedback  
Following the “Worry Up/Worry Down” exercise Michael re-rated the strength of his belief 
that “worrying is helpful” as 25% whereas he had rated it as 90% prior to the exercise, 
demonstrating a considerable reduction in the strength of this belief. Additionally, Michael 
reported that he was better able to control his worrying and no longer spent hours a day 
worrying about different outcomes. Instead, Michael was able to consider whether there was 
any utility in worrying about a particular event or situation, and if not, he was able to put it out 
of his mind, or at least postpone it so that his day was not dominated by worrying. Michael also 
reported that he had become better at tolerating uncertainty and no longer felt as anxious as he 
did previously when he did not know the outcome of a situation. For example, he had become 
better at asking himself what the worst outcome would be and whether he would be able to 
cope with it and not letting his thoughts spiral out of control.   
4.9.2. Quantitative Feedback  
Two formal psychometric measures were used at the start and end of therapy in order to 
measure any change following the intervention. The CORE was used as a general measure of 
wellbeing and pre and post-therapy scores indicated a significant reduction in Michael’s 
psychological distress, as measured by the four domains. Following the intervention, Michael’s 
score on all domains reduced considerably and indicated a clinical and reliable change to his 





Table 4.1. Pre and Post-therapy CORE scores 
 
Additionally, Michael’s score on the PSWQ also reduced following the intervention. Prior to 
therapy, Michael’s score of 61 placed him in the “high worry” category and highlighted the 
severity of worry and the impact it was having on his daily functioning. Following the 
intervention, Michael’s score had reduced to 48 which placed him in the “moderate worry” 
category, which demonstrated that both the amount of time he spent worrying, and the impact 
it had on him day to day, had reduced.  
Table 4.2. Pre and Post-therapy PSWQ scores 
 
Measure Pre-therapy Score Post-therapy Score 
PSWQ 61 48 











Domain Pre Score Post Score Cut Off Score+/- Clinical Change Reliable Change 
All 17.9 6.2 11.9 -11.8 Improvement Improvement 
All Minus Risk 20 7.1 13.6 -12.9 Improvement Improvement 
Functioning 13.3 5 12.9 -8.3 Improvement Improvement 
Problems 25 9.2 14.4 -15.8 Improvement Improvement 
Risk 8.3 1.7 4.3 -6.7 Improvement Improvement 




Working with Michael was a rewarding experience and seeing the positive changes that he 
made to his daily life as he progressed through therapy, and the positive outcomes that were 
achieved following the intervention, reinforced to me why I value my chosen career path so 
much.  
I believe that developing a good therapeutic relationship early on was a significant contributing 
factor to the successful outcome of the intervention. From the first session, Michael was open 
and honest about what he wanted from therapy, which helped to shape the expectations for all 
the subsequent sessions. Additionally, Michael brought humour to the sessions that I found I 
was able to match which created a comfortable and friendly space to challenge some of the 
more difficult aspects of his anxiety, such as his beliefs about worry, and I really valued this 
aspect of our working alliance. 
Another factor that contributed to the effectiveness of my work with Michael was the 
collaborative nature in which the intervention was delivered. Not only did it help to build a 
strong therapeutic relationship as mentioned above, but it also enabled Michael to understand 
the purpose of the intervention, particularly the exposure element of it, which increased his 
motivation to complete the behavioural experiments with good effect. Taking ownership of his 
progress meant that by the end of therapy Michael felt confident that he would be able to carry 
on applying the skills and strategies he learnt during therapy to situations in his life in the 
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CLINICAL PRACTICE REPORT FIVE: ORAL 
PRESENTATION OF A CASE STUDY 
__________________________________________________ 
 
Coping with Cancer: An ACT Approach 
This Clinical Practice presentation describes the assessment of Lucy, a 30-year old woman who 
was referred to the Cancer Psychology Service due to difficulties coping with her cancer 
diagnosis. The presentation describes the assessment process and the relevant information 
gathered during the clinical interview, with a particular focus on her concerns for the future. A 
formulation based on the ACT Hexaflex model (Hayes, 2004) is presented, considering Lucy’s 
difficulties from a position of ‘psychological inflexibility.’ The presentation details the 
proposed intervention based on an ACT approach as well as the appropriate outcome measures 
that could be used to evaluate the effectiveness of the intervention. Finally, reflections upon 
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